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Trustees Lay Groundwork for New Activities 


Trustees gave serious consideration to the need 

of a broader program for the American Hospital 
Association, particularly the urgency of financing 
the Wartime Service Bureau after funds that have 
been voluntarily contributed are exhausted. 


' a busy one-day session June 4, the Board of 


Facing a demand for careful post-war planning 
and activities that will protect the voluntary hos- 
pital in a period of unprecedented social planning, 
the trustees initiated a program, to be presented 
in detail at a later date, which would make pos- 
sible a major extension of the Association’s work 
through increased income. 

* %* * 


Minutes of the meetings show that the prepara- 
tion of three new manuals was authorized. One is 
in collaboration with the Kellogg Foundation on a 
high school health training course. With coopera- 
tion from local hospitals in Michigan the founda- 
tion is gathering valuable information on this new 
health front. 


The board voted thanks to Graham L. Davis, 
consultant for the Foundation, expressed appre- 
ciation of the value of such research, and author- 
ized the Council on Professional Practice to 
distribute the information thus gathered in a 
manual. 


It has been three years since the first manual on 
job specifications for hospital personnel was pub- 
lished. The board asked that this be brought up to 
date and reissued. Likewise, it gave permission to 


July 1943 


the Committee on Volunteers of the Council on 
Association Development, to publish a manual on 
volunteers, establishing a satisfactory pattern for 
recruiting, training and assigning these individuals 
on whom hospitals depend more and more as the 
manpower shortage grows. 


* * “ 


The Committee on the Auxiliary Worker of the 
National Nursing Council for War Service recently 
recommended a study of problems involving the 
practical nurse. It proposes that the functions of 
the practical nurse and her relationship with the 
graduate nurse be defined, minimum standards be 
established for the practical nurse training schools, 
and that necessary legislation be recommended in 
states which do not yet have a licensing system. 


This committee proposes inviting the American 
Hospital Association to join with several other 
agencies in such a study, which plan the trustees 
approved. 

* * Po 

A proposed undertaking of widespread interest 
is the study of hospital facilities in the United 
States for care of alcoholics, in collaboration with 
the Research Council on the Problems of Alco- 
holism. 


The trustees authorized a special committee of 
the Council on Professional Practice to accept a 
$5500 grant from the other organization in order 
to finance such an inquiry. They appointed E. M. 

(Continued on page 105) 
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GENEVIEVE R. SOLLER, R.N. 


Director Community Health Service Project 


GORDON DAVIS 


Assistant Director, Michigan Hospital Service 


NE thousand senior high schools girls in 
{> Michigan who were enrolled this past 

semester in the Community Health Serv- 
ice Course absorbed knowledge about healthful 
living which will serve them well in the future. 
At the same time they made a substantial con- 
tribution to the war effort. Harassed hospital ad- 
ministrators, faced by the acute problem of finding 
enough help to keep the doors open, say that these 
enthusiastic and energetic young ladies are an 
answer to a prayer. 


The project as developed has put into practice 
concepts and techniques of the classroom instruc- 
tion. Local health agencies served as laboratories 
for observation and practice of that which had 
been learned. Hospitals contributed greatly to this 
learning experience, because of their equipment, 
resources and highly-trained personnel. Through 
the coordination of the classroom procedures with 
that of the hospital experimental laboratory, the 
student was able to put into immediate practice 
the theoretical aspects of health service. In other 
words, “by doing” the information acquired in the 
classroom was not remote from practical applica- 
tion. 


In the one semester since the course has been 
started, it has stimulated nation-wide interest, in- 
vaded many homes, and altered a number of 
careers. Furthermore, it has provided the services 
of competent and well-trained volunteers to hard- 
pressed hospitals. 


The purpose of the course has been to give to 
senior high school girls health information, both 
academic and practical, and to develop attitudes, 
interests and practices conducive to effective prep- 
aration for a profession, for industry, for military 
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Hospitals Join 
With Michigan 
Schools in 
Health Course 








service, or for homemaking. It is probable that 
the course content is not new, but the utilization 
of eommunity resources, especially the hospital, 
has added a new emphasis and proved invaluable. 


The students of each of the twenty-eight par- 
ticipating high schools heard discussions and ex- 
planations of everything from personal and com- 
munity health to the making and sterilization of 
gauze dressings for use in the home. They learned 


Bedridden patient eats and keeps an eye on the camera 
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“Learning by Doing’ 
Experiment Designed 
To Turn Out Better 
Wives and Citizens, 
As Well as Nurses 








the “reasons why” behind health, the general and 
detailed logic of the health activities they subse- 
quently saw in action. Information so clearly re- 
lated to everyday living has profound appeal. 
Take for example the class in the high school at 
Rochester, Michigan, which may be chosen as more 
or less typical. Certainly the twenty-five Rochester 
misses who embarked upon the experiment are as 
representative of feminine young America as any. 


—and another young lady keeps an eye on the nurse 
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Left: Classroom Session at St. Lawrence Hospital, Lan- 
sing. Right: Time out for a snack at the Bintz Nursery 
School, Lansing 


Some were sheer idealists. They knew they 
wanted to become nurses because, quite genuinely, 
a career of service to suffering humanity held for 
them a deep appeal. They saw the new class as a 
start. 

Some were curious, like the girl who confessed 
that “nursing is one type of work in which I have 
never been particularly interested; in fact, I have 
always had somewhat: of a dislike for hospitals. 
My main reason for enrolling was curiosity. .. .” 


And there were those who came in to be with 
friends, to escape indecision over electives, or to 
serve certain ends usually treated by responsible 
elders with disapproving frowns. 


“At the beginning of the semester,” explained 
one candid miss, “there was a grand rush for cred- 
its and snap courses—you know the kind, with no 
work and all play.” 

This sweetly innocent candidate was in for the 
shock of her life. She has borne it nobly and— 
believe it—became an’ eager convert to work. 
Plainly, the course had to have something to make 
apostates of disciples of laziness. What it had was 
a lot of information and experience that makes 
sense to high school youth. 

An hour a day in the classroom and an equal 
amount of time for “practice and observation” was 
the time requirement of the course. The teaching 
was done by a classroom teacher and a nurse 
consultant. 

It is likely that most of the pupils did not know 
fully at the start what they were letting them- 
selves in for. They thought in general that they 
were going to learn something about hospitals and 
nursing, with actual trips behind the scenes, and 
indeed this portion of the program was funda- 
mental. 


Health seems a simple matter to a young woman 


17 





of seventeen. “It’s something you have, so why 
worry about it”? To her the bewildering variety 
of practices, institutions, agencies and activities 
which are knit into the whole of health—and 
which the course was specifically designed to cor- 
relate and clarify—are remote and perhaps even 
a little occult. 

Early each Saturday morning throughout the 


school term, a chartered bus transported the 
Rochester students to St. Joseph’s Mercy Hospital 


in Pontiac, a dozen miles away. At the hospital — 


they changed into neat and freshly starched uni- 
forms of their own creation. A brief class period 
was devoted largely to outlining the day’s work 
and to questions; then they scattered to their as- 
signed tasks. 

They worked, of course, under the watchful sur- 
veillance of nurses and supervisors. Miss Ruth 
Jubb, their teacher and nurse consultant, spent 
her day making the rounds from one group of girls 
to the next. They performed such tasks as answer- 
ing lights, folding linen, repairing rubber gloves, 
making empty beds, running errands, and helping 
prepare trays and feeding patients. Special cir- 
cumstances also allowed this class to undertake 
duties which other groups did not attempt, but the 
flexibility of the program allows full adjustment 
to the individual hospital’s needs and desires. 


Unquestionably the Rochester girls were more 
valuable and more enthusiastic because of their 
basic understanding. They had heard about these 
activities in the classroom. Now they were seeing 
them and sharing in them in real life. 


Approval Is General 


Uniformly favorable reports have come from 
hospitals throughout Michigan where the Com- 
munity Health Service students have worked. 
From this standpoint alone the project has been 
worth while. The patients liked the students. The 
nurses and supervisors liked them. The hospital au- 
thorities said emphatically that “it would be hard 
to get along without them now.” 


Services rendered by the students of the Com- 
munity Health Service Course did not stop with 
the hospital, but were extended into other phases 
of community life. In one town the classroom 
analysis of sanitation led the students to look 
about them, and their newly-informed scrutiny 
landed unerringly on a trailer camp in which con- 
ditions were notably short of ideal. The camp pre- 
sented a model opportunity to practice what had 
been preached. Obtaining a copy of state law cov- 
ering health nuisances, the girls went before the 
town council and lobbied persuasively. Promptly 
the trailer camp was cleaned up. 
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Practice in the making of applicators 


Again, the sanitation of food handling occupied 
the attention of another class. A committee of 
students was appointed, a public health nurse was 
recruited as counsellor, and the inspection and 
rating of local food-handling establishments was 
under way. The girls made no secret of what they 
learned about individual bakeries and restaurants. 
Their compaign was irresistible and proprietors of 
sub-standard establishments had no alternative 
but to improve. 


Visits to and work in health departments, 
clinics, blood banks, nursery schools, were part of 
the Community Health Service curriculum. Many 
of the girls became so interested that they devoted 
a considerable amount of time above that for 
which they received school credit to serve in the 
community health enterprises. 


But the real intent of the project was not to 
make health specialists of the young women. It 
was designed to give them the knowledge that 
would make better wives, mothers and citizens in 
future years. If they chose nursing as their careers 
in the process of learning about health—as 175 of 
them did—that was all to the good, but it was 
more or less incidental. 


You could hardly keep them from personal ap- 
plication of their new knowledge, anyway. As part 
of the course they learned to take height and 
weight, to test visual acuity and hearing. They 
kept track of their individual health gains during 
the semester. Some even sought the help of a 
psychologist. 


Because of their new interest, the students often 
found they were not individually as healthy as 
they had thought. A number of physical ailments, 
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Some instructions in how to make a hospital bed 


ranging from visual defects to tuberculosis, were 
found. And, as always, the education of youngsters 
meant education of the parents too. 


The Community Health Service Project has been 
under the guidance of a representative committee 
selected by the Michigan Department of Public In- 
struction, State Department of Health, and State 
Board of Control for Vocational Education. 


Teachers and nurse consultants of the schools 
participating in the project were provided with 
suggested outlines. The content of the outline was 
to be adapted to meet the needs of each commu- 
nity. The various proposed “units” of study pre- 
sented broad opportunities. 


In part, they were: (1) Analysis of local health 
problems, (2) individual health needs, (3) health 
practices (from posture to nutrition, (4) home 
influences on health, including family relation- 
ships and heredity, (5) when illness comes (the 
sickroom, selecting the doctor, care of the patient, 
diets for the sick, etc.), (6) family health, includ- 
ing maternal, infant and child, (7) school health, 
(8) community health, (9) contribution to com- 
munity health through service, (10) nursing, a 
profession. 


With objectives and the outline set forth, the 
offer of the new course was accepted by twenty- 
eight Michigan high schools for the first semester 
this year, and one thousand senior girls were en- 
rolled. Almost all of the classes were taught by 
regular teachers—teachers of home economics, 
physical education, and even English and foreign 
languages—with the services of a nurse consultant. 


The Rochester High School was an exception, 
as the teacher was also a registered nurse. How- 
ever, the general success of the first semester in- 
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dicates that the requirement for teachers with 
adequate background and genuine interest was 
met in full. 


This is what Lon Babcock, assistant principal 
Highland Park High School, has to say about it: 


“We started out this course with three sections, 
the third being added by popular demand. The 
interest in the course has increased during the 
semester. I have talked individually with many 
of the girls who are taking this work, and they are 
most enthusiastic about it. I feel that a definite 
contribution to the curriculum has been made, and 
predict that the course will be increasingly pop- 
ular as time passes. Several mothers have talked 
with me about the work. One, the wife of one of 
the leading doctors at Henry Ford Hospital, thinks 
it is the finest course her daughter has ever taken. 
The daughter is an excellent student who is pre- 
paring for Vassar College. This is significant eval- 
uation by an intelligent person.” 


Perhaps the quickest way to evaluate the course 
from an educational standpoint is to ask what will 
happen to it now, with one semester’s experience 
behind it. The answer is in the interest aroused 
throughout the state. At last reports, and with ap- 
plications still coming in, more than two hundred 
Michigan high schools’ have requested the op- 
portunity to introduce Community Health Service 
as a regular course next fall. 


Results to Be Studied 


A sound basic idea, good planning and splendid 
leadership can be given the credit for this heart- 
warming success. Certainly, too, the experiment 
could not have been scientifically complete with- 
out the grant from the Kellogg Foundation. The 
grant paid the project workers, including the 
nurse consultants to the individual classes in the 
twenty-eight participating high schools. It enabled 
two conferences, one of the teachers only and one 
of both teachers and nurses, and it provided sup- 
plies. 


Completion of the original experiment will not 
come until effects have been assessed in detail. An 
evaluation committee will study the project and 
issue formal findings. 


Meanwhile, there seems to be nothing to pre- 
vent similar programs in states or individual com- 
munities outside Michigan. They might be started 
by hospital administrators, school superintendents 
or others interested in a program promising great 
good both to students and to the community. The 
American Hospital Association is preparing a bul- 
letin for distribution to interested hospitals and 
the Department of Public Instruction, Lansing, 
will supply additional details to interested schools, 
hospitals and other health agencies. 





Selective Service and the Hospital— 
A Two-Way Manpower Replacement Plan 


ITH the revision of the Selective Service 
WV reentaion hospitals are faced with the 

necessity of a realistic appraisal of the 
personnel which they will be required to replace. 
Marriage or dependency is no longer a basis for 
deferment, and an essential occupation alone is a 
bar to induction only until replacement by in- 
eligibles is possible. 


As hospitals were advised in the recent bulletins 
of the Wartime Service Bureau, professional staffs 
are subject to the Procurement and Assignment 
Service of the War Manpower Commission. 


For other employees, there is a distinct advan- 
tage in adopting a two-way plan known as re- 
placement schedules and manning tables. These 
become effective July 1. 


This is the joint program adopted by the Selec- 
tive Service and the War Manpower Commission 
respectively. It enables a hospital, as an essential 
industry, to participate voluntarily in a method 
by which its workers, if necessary to the armed 
forces, will be withdrawn in an orderly manner 
and replaced by trained personnel furnished 
through the cooperation of the United States Em- 
ployment Service. 


While practice varies in different states, it is 
generally required that in order to participate, a 
hospital have a minimum of 25 employees, whose 
induction is possible under the revised regulations. 
It should also be understood that local Selective 
Service boards are supreme in their area. They get 
directions from both the War Manpower Com- 
mission and the Selective Service Bureau. These, 
however, operate as a guide rather than a control. 


In Two Parts 


A replacement schedule is composed of two 
parts: First, is the replacement summary, which 
lists all the jobs within the hospital, showing for 
each the total number of workers, both male and 
female, and an analysis of the availability of the 
male workers for military service. Second, is the 
replacement list, which indicates the individuals 
who are to be released to the armed forces and 
the month or period when they may be released, 
with due consideration being given to the employ- 
ment and training of satisfactory replacements. 


When approved by the state director of Selec- 
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tive Service, this becomes a six-months guide to 
the local board. In effect, it is an understanding 
for an orderly induction of eligibles in the order 
of preference by the hospital to prevent personnel 
disruption. Thus it might be possible and advis- 
able to retain a 26-year-old, single engineer for a 
replacement period of a year or more while an 
orderly, 35, with children would be released to 
military service in 30 days. At the end of six 
months, the replacement list is revised for a 
similar period. Interim emergency revisions are 
possible. 


Tables Useful 


Manning tables are not necessary for the es- 
tablishment of replacement lists unless they are 
deemed necessary by the state director. Their 
preparation is advised, however, both as a guide 
to the administrator and a means of showing per- 
sonnel requirements to the United States Employ- 
ment Service. 


In brief, they consist of an occupational dic- 
tionary of the jobs within the hospital and the 
minimum requirements for skill and training for 
these jobs. To these are attached the replacement 
summary previously prepared which serves as a 
guide to the War Manpower Commission for the 
present and future personnel needs of the hospital. 


Several industries, notably petroleum, have set 
up occupational dictionaries defining the skills and 
training necessary for each job within their field 
and by agreement with the War Manpower Com- 
mission, set the time necessary for the training of 
replacements. Unless this is done, of course, the 
matter of time in deferment of an essential job 
becomes a matter for negotiation with the state 
headquarters. 


Information, applications, and the necessary 
forms for the replacement schedules may be ob- 
tained from either the state or regional offices of 
the Selective Service, while those for manning 
tables are obtained from similar offices of the War 
Manpower Commissions. To avoid confusion, it is 
suggested that definitions of jobs be taken from 
the dictionary or Occupational Titles, used by the 
United States Employment Service, which may be 
seen at any of their field offices, or which may be 
purchased from the superintendent of Documents, 
Washington, D. C., for $2. 
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Wagner Bill Asks For Medical and Hospital 
Benefits in Federal Social Security Act 


C. RUFUS ROREM, Ph.D., C.P.A. 


Director, Hospital Service Plan Commission 


Security Act, introduced in Senate and House 

last June 3, is a proposal of great importance 
to the hospital field. It would supply the legal 
machinery for a major change in the relationship 
between American citizens and the various health 
services that comprise our voluntary system. 


T= Wagner Senate Bill for amending the Social 


Among other things, it would provide hospital 
benefits for all workers and their dependents now 
covered by the social insurance, as well as new 
groups. An analysis of this measure (S.B. 1161— 
H.R. 2861) , a 90-page document, shows it to encom- 
pass certain major changes in the present Social 
Security Act. 


1 A national system of public employment of- 
fices is created within the Social Security Board to 
assist workers to obtain jobs in industry and agri- 
culture. 


2 A federal unemployment insurance system is 
created, ultimately to replace the state unemploy- 
ment compensation programs. 


3 Participation in social insurance contributions 
and benefits is extended to self-employed workers, 
farmers, domestic servants, employees of non- 
profit institutions, etc. State and local government 
employees may elect to be covered under “volun- 
tary compacts.” 


4 Men and women in the armed forces (and 
their dependents) participate in the social insur- 
ance benefits, without contributions. They are en- 
titled to unemployment allowances upon termina- 
tion of military service. 


5 Permanent disability insurance and lump-sum 
death benefits are added to the Social Security 
Program. 


6 Old-age and survivors insurance benefits are 
increased. 


7 Temporary disability insurance and maternity 
benefits are provided for workers certified as un- 
able to work, because of illness or injury. Disabil- 
ity benefits are the same as unemployment com- 
pensation and may extend to 26 weeks. Married 
women workers are entitled to full benefits for 12 
weeks of maternity leave. 
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8 Medical care and hospital benefits are added 
to the program. This is a new provision explained 
more fully in following paragraphs. 


9 Social insurance contributions are 12 per cent 
of “wages,” up to $3,000 per year (6 per cent paid 
by employer and 6 per cent by employee). Self- 
employed persons pay 7 per cent, but do not share 
in the unemployment and temporary disability 
benefits. The term “wages” is defined broadly to 
mean all remuneration for employment, including 
salaries, commissions, and the market value of 
exchanged services. 


10 A Federal Social Security Advisory Council 
is created, representing employers, employees and 
the public. 


11 Federal grants-in-aid to states are extended 
for all “needy” individuals, as well as for depend- 
ent children, the aged and the blind. Assistance is 
defined to include medical and rehabilitation serv- 
ices. Grants-in-aid may range from 50 to 75 per 
cent of the totals of the state programs, depending 
on the states per-capita incomes. They will con- 
tinue to be financed from general revenues. 


12 The effective date for the social insurance 
provisions is not prior to one year after contribu- 
tions begin, and not later than six months after 
the termination of hostilities in the present war. 


Medical, Hospitalization, and Related Benefits 


Every individual who is currently insured is 
entitled to general medical, special medical, lab- 
oratory and hospital benefits. The technical and 
professional aspects are administered by the sur- 
geon general of the United States Public Health 
Service, and the financial payments and social 
insurance relationships by the Social Security 
Board. 

ELIGIBLE INDIVIDUALS: Each insured 
worker, his dependent wife, and his dependent 


unmarried children under 18 years of age, are en- 
titled to benefits. 


COSTS OF PROGRAM: One-fourth of the so- 
cial insurance contributions (1% per cent from 
employer and 142 per cent from employee) is allo- 
cated for medical, laboratory, and hospital bene- 
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fits. Three-sevenths of the self-employed workers’ 
contributions is allocated for these benefits. 


GENERAL MEDICAL BENEFITS: These in- 
clude services by a legally qualified physician 
which can be furnished by a general practitioner 
“at the office, home, hospital or elsewhere,” includ- 
ing preventive diagnostic and therapeutic treat- 
ment and care, and periodic physical examinations. 


SPECIAL MEDICAL BENEFITS: Provision is 
made for services requiring special skill or experi- 
ence furnished by a “legally qualified physician 
who is a ‘specialist’ with respect to the class of 
service furnished.” 


LABORATORY BENEFITS: These include lab- 
oratory or related service, supplies or commodities 
(outside the hospital), including chemical, bac- 
teriological, pathological, diagnostic and therapeu- 
tic x-ray services, physiotherapy, special appli- 
ances and eyeglasses (prescribed by a physician or 
other legally qualified practitioner). 


Hospitalization Benefits 


1 Maximum of 30 days per benefit-year for the 
insured worker and/or each dependent, in a “par- 
ticipating hospital,” on the advice of a legally 
qualified physician. The maximum may be in- 
creased after the first year if funds permit. Indi- 
viduals must apply for benefits within 90 days after 
entering a hospital. 


2 Participating hospitals are “accredited” by the 
surgeon general, and a list of such hospitals is to 
be published. Hospitals may apply for accredita- 
tion, or may demand hearings if withdrawn from 
the list. 


3 To be accredited, a hospital must provide nec- 
essary and customary hospital service, afford ade- 
quate professional service, personnel and equip- 
ment, and furnish necessary reports and certifica- 
tions. Hospitals may be accredited for limited serv- 
ices, such as chronic care, with exceptions for local 
conditions. 


4 Hospitalization is provided for all types of ill- 
nesses, except mental and tuberculosis cases, and 
those covered under workmen’s compensation 
laws. 


5 Hospital benefits are payable to the insured, 
in amounts of not less than $3.00 or more than 
$6.00 per day for acute illnesses. Payments may 
range from $1.50 to $4.00 after 30 days for acute 
cases, and from $1.50 to $3.00 for chronic cases. 


6 Cash benefits may be assigned to the accred- 
ited hospital or institution utilized. 


7 Service Benefits——The Surgeon General may 
“enter into contracts with participating hospitals 
for the payment of the reasonable cost of hospital 
service,” a per-diem rates within the maximum 
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and minimum, “such payment to be full reim- 
bursement for the cost of essential hospital serv- 
ices, including the use of ward or other least ex- 
pensive hospital facilities compatible with the 
proper care of the patient.” 


8 Agreements may be negotiated with federal, 
state, or local government agencies, private agen- 
cies, or institutions, private persons or groups, to 
utilize their services and facilities and to pay rea- 
sonable and equitable compensation therefor; 
also to negotiate for and purchase necessary sup- 
plies and commodities. 


Administration of Benefits 


1 Any physician legally qualified by a state may 
participate. 


2 Individuals may select any physician for gen- 
eral services. 


3 Local lists of participating “general practi- 
tioners” will be published. 


4 Specialists will be designated by the surgeon 
general, in accord with competent professional 
advice. 


5 Specialist services would ordinarily be avail- 
able only on the advice of a general practitioner. 


6 The basis of payment to practitioners may be: 
(a) fee-for-service (varying locally to take ac- 
count of relevant factors); (b) per-capita basis 
(for general practitioners only); (c) salary, whole 
time or part time; (d) fee per session; (e) com- 
binations of the foregoing. 


7 The insured may be required to pay a nom- 
inal fee for the first or subsequent services by a 
general practitioner; also a portion of the costs of 
certain classes of services, supplies or commodities. 


Advisory Council 


A National Advisory Medical and Hospital Coun- 
cil is provided, of which the surgeon general is 
chairman. Sixteen other members are appointed 
by the chairman from panels of names submitted 
by agencies and organizations concerned with, or 
informed on, medical, hospital and related bene- 
fits. Each member would serve a four-year term 
(four new members each year) and would receive 
a per-diem allowance ow $25 plus travel expenses 
when attending meetings. 


The duties of the council are to advise the sur- 
geon general with reference to: (1) professional 
standards for medical benefits, (2) designation of 
specialists, (3) coordination of professional serv- 
ices, (4) standards for hospitals and hospital serv- 
ice, (5) payments for medical and hospital serv- 
ices, (6) studies and surveys, (7) grants-in-aid for 
educational research, (8) committees, boards or 
commissions. 
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REPORT CONCERNING OTHER BENEFITS: 
The surgeon general and Social Security Board 
will study and report, within two years, with rec- 
ommendations as to costs and methods for pro- 
viding dental, nursing and other benefits. 


HEARINGS AND APPEALS: The surgeon gen- 
eral will establish hearing and appeal bodies for 
complaints from practitioners, hospitals, or indi- 
viduals entitled to benefits. Disputes involving pro- 
fessional practice or conduct will be decided by 
“such professional persons.” 


The Future Task 


Every day 3000 patients leave the nation’s hos- 
pitals with their bills paid by the Blue Cross. 
This voluntary protection has extended to nearly 
12,000,000 persons in 36 States which contain 90 
per cent of the population. The movement con- 
tinues to grow with many thousand additional 
participants becoming eligible for benefits every 
day. Through the cooperation (payroll deduction 
of 150,000 employers, they make regular payments, 
equal to a few cents a day per family, into a com- 
mon fund which is used to pay the hospital bills 
for those people requiring such care. 


The impressive past attainments of Blue Cross 
Plans are now being measured against the unfin- 
ished task of the future. The Plans agree that what 
is good for 12 million Americans is still better for 
the entire employed population and their depend- 
ents. The popularity of nonprofit Blue Cross pro- 
tection and public receptivity to its benefits has 
led some commercial insurance companies to offer 
indemnity benefits, and approximately 4,000,000 
such policies have been sold. But even more sig- 
nificant are the hospitalization provisions of the 
Wagner Health Bill outlined above. 


It may be expected that pay-as-you-go taxes for 
the immediate expenses of the war, as well as the 
problems of extending social security benefits to 
new groups, will interfere with immediate legis- 
lation to provide an expanded social security pro- 
gram which would include hospitalization bene- 
fits. But, whether on a voluntary basis or on a 
compulsory one, ultimately general provision must 
be made for removing the hazard of sickness cost. 
If Blue Cross Plans hope to make a compulsory 
hospital insurance program unnecessary, the 
tempo of enrollment must be increased beyond 
the several million new participants who have 
been added each year. 


A greater sense of responsibility for the expan- 
sion of Blue Cross protection must be assumed by 
Blue Cross Plan directors and trustees, and hos- 
pital administrators and trustees. 


Evidence of fiscal solvency and conservative 
growth, however satisfying heretofore, is no longer 
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enough. Courageous experimentation with effect- 
ive methods of enrolling and servicing subscribers 
is required of Plan Directors. Rendering service 
to Blue Cross patients may occasion some incon- 
venience to hospital administrators, but such in- 
convenience is insignificant compared to the com- 
pulsory demands of the national government if it 
were the primary customer and the main financial 
support of hospital service in the United States. 


There is need for a uniform comprehensive Blue 
Cross Plan which will be available throughout the 
United States. With war production demanding 
frequent transfer of many employees, and with 
the far-flung activities of large national employers, 
it is necessary that complete hospital service be 
available everywhere. Subscription rates to sub- 
scribers may, of course, vary according to the price 
levels and wage scales of the communities where 
the subscribers enrolled. 


In this direction, Blue Cross plans have already 
accomplished a great deal by arranging transfers 
from one plan to another, and by permitting con- 
tinued protection when a person leaves his place 
of employment. But still more would be accom- 
plished if each plan offered comprehensive hospital 
service for all types of illness. 


Streamlining Needed 


In anticipation of an extensive increase in en- 
rollment, existing procedures of enrollment and 
administration must be “streamlined.” A practical 
method must be found of enrolling and accepting 
payment from self-employed persons, farmers, and 
those engaged in personal service. Likewise, cer- 
tification of eligibility for benefits at the time of 
a hospital admission must be simplified to permit 
daily admissions of thirty thousand instead of to- 
day’s three thousand admissions. It is possible that 
plans might require less comprehensive data from 
hospitals concerning the type of illness for which 
each subscriber is admitted and the amounts and 
types of services which he receives. It is axiomatic 
that such information will become less important 
if the contracts are expanded to cover all types 
of illnesses and provide all types of hospital 
services. 


Blue Cross Plans must continue to “make” his- 
tory or they will soon “become” history. Past ac- 
complishments must be regarded as merely the 
prelude to the main program of hospital care for 
the American people. There is work and worry 
ahead, but there is also a great opportunity. 


Blue Cross Plans have no precedent in time or 
place. They are a unique product of the American 
ideal of public service under private leadership. 
Courage and action are required for Blue Cross 
to fulfill its destiny during the stress and strain 
of this critical period in American life. 
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Disaster Would Find This Hospital Ready for 


Quick Rescue of Patients 


CHARLES E. FINDLAY 


Administrator of The Wyandotte, 
Michigan, General Hospital 


pital administrators and governing boards 
are required to assume, I feel there is one 
in particular that is mistakenly given secondary 
consideration by many hospitals. When we admit 
a patient to a hospital for care, we assume the re- 
sponsibility of providing every reasonable and 


A MONG the many responsibilities which hos- 


essential service and facility for the comfort, wel- 
fare and protection of the patient. Most of us have 
given very little consideration, however, to the 
manner in which we should evacuate our patients 
in the event of a major fire, explosion, and in these 
times, bombing incidents. 


In carrying out recommendations of the Office of 
Civilian Defense for the protection of our build- 
ings, patients and personnel, we in Wyandotte gave 
serious consideration to the way in which we could 
evacuate our patients should occasion demand it. 
We made a study of the methods used by other in- 
stitutions in evacuating patients, and a survey of 
the equipment available for such a purpose. We 
saw a patented evacuating device demonstrated in 
cooperation with the fire department and, after 
observing its use in various types of buildings, we 
installed one. We were convinced of our respon- 
sibility to patients, personnel and community. 
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There are models of evacuators designed for use 
by fire departments and these now are part of the 
equipment in many localities. The model we have 
consists of a folding chute of fireproof and mildew- 
proof canvas, packed in a metal case and placed in 
a stationary position near a window sill. The oper- 
ation is quite simple. In the event of fire, the case 


Demonstration 


with Emergency 
Evacuator for a 


Hospital. 
Left, the chute 
may be 
quickly placed 
at a window. 


Right, lower end 


may be 


fastened as shown 


or held by 
two persons. 


is opened and chute pack swung into place, allow- 
ing the chute to fall to the ground outside. 


The lower end of the chute can be held by two 
adults or may be readily attached to metal posts 
set into the ground as illustrated in the photo- 
graph. During actual demonstrations, it was found 
to be unnecessary to erect the posts in the way 
here depicted, hence they are now being placed 
flush with the ground. 


The lives of citizens cannot be evaluated in dol- 
lars and cents and the responsibility of protecting 
the lives of individuals who are helplessly bed- 
ridden is now a problem of no small magnitude. 
The cost of installing this new type of evacuator 
in strategic points in a hospital building is rela- 
tively small. We feel that the added protection and 
security of our patients more than justified the 
expense of such an installation. 
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General Guide in Applying for Priorities 


War Production Board Branch Summarizes Answers to 
Many Questions Asked by Hospital Administrators 


cerning the purchase of supplies and equip- 

ment, Everett W. Jones, head hospital con- 
sultant, and William S. Brines, acting chief of the 
hospital section, government division of the War 
Production Board, have compiled what they call a 
“general guide in applying for priorities.” This 
guide is summarized here: 


A FTER answering hundreds of questions con- 


When making application for priority assistance, 
fully describe your need and the urgency of the 
situation and be sure that any existing serial num- 
ber and specific information as to what each num- 
ber applies is provided. 


All correspondence and requests should be ad- 
dressed to the Government Division of the War 
Production Board. 


Be specific, factual and clear in your expla- 
nation, using statistics whenever possible. New 
equipment will not be given priority assistance 
unless the applicant can prove that he cannot ob- 
tain second-hand equipment. 


In the case of an emergency that will result in 
a breakdown in your organization if not immedi- 
ately relieved, your nearest regional WPB repre- 
sentative is authorized to grant priority ratings 
as high as AA-1 to alleviate the situation. 


Office furniture of all kinds, file cabinets, lock- 
ers, etc., must be made of wood. 


New typewriters can no longer be purchased. 
If unsuccessful in renting machines made prior 
to January 1, 1935, hospitals should apply to their 
local rationing boards. 


Office bookkeeping and accounting machines of 
all kinds are scarce. Plans should be made to use 
manual methods. For the large medical center hos- 
pitals where need is pressing, used dictating ma- 
chines may be available from local dealers. 


Form PD-688 should be used when requisition- 
ing any new office machinery if you can prove 
an emergency necessitates your application. 


e e * 
Stainless steel is not available. 


Steel or metal of any kind for canopies and ex- 
haust hoods over cooking equipment cannot be ob- 
tained. When equipment such as serving tables, 
hot or cold, heavy duty ranges, coffee urns, mixing 
machines, food cutters, potato peelers, vegetable 
steamers, toasters, egg boilers, soup kettles, refrig- 
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erators, etc., is asked for, describe fully your pres- 
ent equipment and tell whether the application is 
for a new institution or an addition to kitchen fa- 
cilities to take care of added bed facilities. 


If requests are made for new facilities, tell: 


The bed capacity before the addition and how 
many beds were added. 


The total number of meals to patients, visitors 
and employees daily before the addition. 


The total number of meals to patients, em- 
ployees and visitors after the addition. (Esti- 
mate if necessary.) 


If equipment is for replacement purposes, give 
specific and detailed reasons why present equip- 
ment cannot be repaired or made to last longer, 
supporting the reasons with a statement from a 
competent mechanic. 


Order L-182 limits manufacture of commercial 
cooking equipment to 25 per cent of the iron and 
steel used in 1941. 

This order covers all equipment using coal, 
wood, gas or steam. Application must be made on 
Form PD-638-A for permission to purchase this 
type of equipment. If the purchase is to be made 
from distributors’ or dealers’ stock, no priority 
application on a PD-1A need be made. However, 
if no stock is available from any source and the 
item must be manufactured, then PD-1A should be 
filled out and sent in attached to PD-638-A. Every 
attempt must be made to locate used equipment 
which will meet your needs. 

Electric commercial type cooking equipment is 
not included in the above and application should 
be made only on Form PD-1A. 


For dishwashing machines, if all attempts to se- 
cure used equipment have failed, apply on Form 
PD-638-A (attaching a completed PD-1A when 
priority is needed). Be sure to give complete facts 
as to increased number of meals, labor shortage 
figures, etc., to prove your needs. 


Repair and replacement parts are not restricted 
and can, in most cases, be secured from dealers 
or distributors without filing PD-1A. The dealer 
or distributor is given his own form PD-1X with 
which to secure necessary priority assistance. 

Order L-23-C prohibits use of thermostats for 


domestic equipment used in top burner cooking 
and oven baking or broiling. 





Order L-30-B simplifies and limits enameled 
ware for kitchen, household and miscellaneous 
use. No priority is needed. 

Refrigerators: For all commercial refrigeration 
under general limitation Order L-38, as amended 
March 27, 1942, it is necessary to apply on Form 
PD-831. 

Do not ask for air conditioning units, nor for 
other than essentially needed deep-freeze cab- 
inets. Electric water coolers are not available for 
civilian use. 


Where they can be found in the hands of dealers, 
as acquired prior to May 15, 1942—ice cube makers, 
frozen food cabinets and ice cream cabinets (not 
designed for use aboard ship) are available with- 
out restriction or need for priority assistance. 


For a domestic refrigerator, that is one of 16 
cubic feet capacity or less and made for domestic 
use, apply on Form PD-427 in accordance with Or- 
der L-5-d and mail application directly to the 
Government Division. If replacing obsolete equip- 
ment, attach a statement from a competent repair 
agent, indicating why your present machine is 
beyond repair. Also include a statement that your 
old equipment will be turned in to your supplier. 


* * * 


Form PD-418 must be used to apply for laundry 
equipment. 


Laundry machinery, whether new or used, is 
on a strict allocation basis and little new machin- 
ery will be fabricated for civilian purposes. When 
equipment is absolutely beyond any hope of repair, 
every effort must be made to locate used machines. 
The Laundry Section of the Services Equipment 
Division, should your efforts to locate used equip- 
ment fail, can help you locate second-hand units. 

When applying for laundry equipment, explain 
clearly whether increased occupancy or additions 
to bed capacity have increased demands on your 
laundry and describe in detail your present equip- 
ment. Give specific information as to patient days, 
operative procedures, number of employees and 
pounds of linen being laundered over the last 
three available months as compared with a sim- 
ilar period one year ago to prove your point. (If 
you have labor difficulties, show them.) Tell how 
many hours per day your laundry is running. If 
you are not running two eight-hour shifts or a sim- 
ilar form of time plan, you should consider doing 
so before asking for more equipment to handle 
your load. 


Do not ask for metal shelves, bins, carts, chutes, 
etc., when wood or less critical materials can be 
used. 


Elevators and Dumbwaiters: Conservation Or- 
der L-89 places drastic restrictions on this equip- 
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ment. In order to receive consideration for eleva- 
tors, application Form PD-411 must be made out 
asking for exemption from the order. Although 
when justified a few automatic devices will be 
allowed hospitals, only the essential minimum will 
be granted. A strong, factual story must be told 
to prove your need for more than one elevator in 
a building under 300 beds or under six stories. 


A rough sketch or plans should be included with 
applications for additional facilities giving vertical 
distances to be covered and showing both the loca- 
tion of existing elevators and those proposed. 


Any alterations or repairs of existing equipment 
involving a material cost of twenty-five dollars or 
more must be filed for on Form PD-411. 


Only single-speed elevators should be requested 
unless unusual circumstances are involved. 


Repair parts for boilers, stokers, etc.: Be specific 
and give reasons as outlined by a competent 
mechanic why parts are needed. 


Order L-75 governs stokers and Form PD-668 
is used to apply for Class A stokers, which are 
coal stokers having a live grate area of 36 square 
feet or less and a feeding capacity in excess of 
60 pounds per hour. PD-1A forms are used for 
stokers of large dimensions. In general, new 
stokers cannot be bought for an existing plant 
except on oil to coal conversion jobs. 


Pumps: If repair is impossible and your me- 
chanic can give specific reasons to convince the 
War Production Board of their irreparability, then 
search used equipment fields in an effort to find 
second-hand machinery to fill your needs. Do not 
ask the War Production Board for help unless you 
can prove beyond a reasonable question of doubt 
that (1) your pump cannot be repaired, and (2) 
that usable second-hand pumps are not available. 
Apply to the surplus equipment branch, conserva- 
tion division, War Production Board, if you need 
help in finding second-hand equipment. 


Heat Exchangers: Order L-172 limits the de- 
livery of heat exchangers. These are the ordinary 
units which provide for the immersion of coils 
in the regular hospital hot water supply tank for 
the purpose of providing hot water for the insti- 
tution. Application Form PD-165 should be filed 
to secure delivery of such units. 


Electric Motors: If you are unable to locate a 
second-hand motor, write to the Surplus Machin- 
ery Branch of the Conservation Division, War 
Production Board, for help. 


Operating room lights and tables (major and 
minor), obstetrical delivery tables, anesthesia ma- 
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chines, sterilizers, etc., contain large quantities of 
extremely critical non-ferrous metals and, in addi- 
tion, the requirements of our armed forces take 
almost the entire productive capacity of manu- 
facturers. 


Applications for any type of the above equip- 
ment must be accompanied by: 


Statements from competent mechanics or 
manufacturers giving detailed reasons why 
your present equipment cannot be repaired. 


Statistics showing patient days, number of 
admissions, number of operative and emer- 
gency room procedures and any other infor- 
mation at your command for two comparable 
periods. 


The number of beds, operating rooms, etc., 
added and present (old plus new) number of 
beds and operating rooms, if new additions 
have been built. 


List and description of your present equip- 
ment and how many hours per day it is being 
used. For instance, if you apply for a pressure 
type dressing sterilizer to increase your capac- 
ity because of increased hospital census, you 
will have to prove that your present equip- 
ment is working to capacity over a twenty- 
four hour period. 


Personnel statistics to show the facts and ex- 
plain the labor saving factors connected with 
the equipment you want, if employees, par- 
ticularly attending doctors, house staff doc- 
tors, G.S.N.’s, orderlies, and nurse aides have 
been cut twenty-five per cent or more below 
normal. 


Sterilizers: The above applies to sterilizer equip- 
ment which under Order L-266 has been simplified 
and standardized. Secure copies of this order and 
keep your requirements within its limitations. Ap- 
plication should be made on Form PD-556. Where 
PD-200 projects are involved, such equipment 
must be included on that form, but inasmuch as 
the granting of release on Form PD-556 carries an 
automatic preference rating, no additional priority 
assistance should be necessary except under un- 
usual circumstances. 


The use of water sterilizers must be kept to a 
minimum. Survey your needs carefully and wher- 
ever possible get sterile water from your stills 
or sterilize water in flasks in autoclaves. When you 
assure yourself and can convince the War Produc- 
tion Board that water sterilizers must be bought 
ask for smallest size-to meet your needs. Don’t ask 
for a 15 gallon size if an 8 gallon outfit can possibly 
take care of your needs. 
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X-ray equipment: Use Form PD-556 when apply- 
ing for x-ray equipment. Everything in above ap- 
plies to x-ray equipment except of course statistics 
given would be in terms of the number of x-ray 
examinations, deep therapy treatments, etc. ; 


No more million volt therapy units will be made 
for the duration for regular radiology work. No 
equipment over 200 milliamps will be made and 
the number of these high powered units which 
are authorized for civilian distribution is so small 
that present equipment should be kept in service 
if possible. New deep therapy equipment will not 
be authorized unless there is no equipment avail- 
able, or no time left on existing equipment in your 
locality or normal trade area. 


Photographic equipment, photoflash bulbs, etc., 
are applied for on PD-1A Forms. Ask for three 
months’ supply at a time. Projectors are manufac- 
tured for civilian use in very limited quantities 
and the few in stock are restricted to the most 
essential needs. 


All laboratory equipment of which the value is 
$50 or more should be requested on Form PD-620 
(if not for maintenance, repair and operating pur- 
poses). For minor equipment under $50, AA-1 un- 
der CMP Regulation 5A may be used. Ask only 
for essential needs, and the simplest type of unit. 
No additional priority assistance is necessary, but 
laboratory equipment of a capital nature must be 
included when filing a PD-200 project application. 


Order M-126 prohibits the use of steel for cab- 
inets, tables, stools, etc., except in operating rooms. 
Non-adjustable examining tables cannot be made 
from steel. Bedpan racks must be made of non- 
critical materials. 


Do not ask for O, tents. The nasal catheter or 
mask method for O, therapy, extremely econom- 
ical, is considered by many as the equal or su- 
perior of the tent method. 


Enamelware or glass bedpans, urinals, basins, 
etc., can usually be obtained without asking for 
priority assistance. 


Furniture for patients’ rooms and wards should, 
in so far as possible, be made of wood. Priority 
should not be needed except possibly where new 
hospital facilities present a large demand. 


Overbed tables are out. Combination bedside 
tables with wooden cabinet and composition or 
enamel swing-over trays must suffice. 


We must exercise all the ingenuity available in 
our organizations and learn how to do a good job 
without many of the things we want and in the 
past have thought necessary. 
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Tuberculosis Nursing 


ROBERT H. BROWNING, M.D. 


Superintendent and Medical Director, Sunny Acres 
Sanatorium, Warrensville, Ohio 


Our need for maximum good health in these 

times is obvious. The threat of increasing tu- 
berculosis is very real. It was experienced during 
the last war, and is already appearing in some of 
our larger cities now. The emotional and physical 
strains now experienced are the chief causes of the 
increase seen in certain parts of this country. 
These, coupled with poor housing and lack of an 
adequate diet, explain the greater increases occur- 
ring in other warring countries. 


Tour neea nursing is a wartime problem. 


Thousands of former tuberculosis patients are 
in war industry. Other thousands under proper 
treatment will become available for productive 
work in the months to come. Even those patients 
who are not likely to recover must be hospitalized 
to prevent further infection of those around them. 
In the light of these facts, adequate tuberculosis 
care assumes its place as one of the essential pub- 
lic health functions—now, more than ever. 


The quality of tuberculosis care varies greatly 
in different communities. One of its more ne- 
glected aspects is nursing. Until comparatively 
recent years, the care of the tuberculous was 
chiefly custodial. The aim was to isolate the pa- 
tient from his usual environment. Treatment was 
unsatisfactory, and therefore considered unimpor- 
tant. The patients themselves performed much of 
the work of the hospital, frequently waiting on 
other patients. Lay workers supplied most of the 
bedside care, while only a skeleton supervisory 
staff of nurses was employed. 


Special Training Necessary 


With the greater emphasis on treatment which 
has come with the success of newly discovered 
methods, tuberculosis care has changed radically. 
It still suffers, however, from its heritage of 
the pesthouse days. Modern tuberculosis therapy 
presents most of the nursing problems met in gen- 
eral hospitals, though usually in different degree. 
Both medical and surgical nursing are required 
for acutely ill patients, as well as for those who 
are convalescent. 


The question of special preparation comes im- 
mediately to mind. When one examines the statis- 
tics, it becomes obvious that too few nursing grad- 
uates have received tuberculosis preparation. Ex- 
perience in the employment of graduate nurses for 
tuberculosis services quickly demonstrates that 
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most nurses do not know the necessary funda- 
mentals. They are not familiar with the need for 
carefully balanced rest and exercise schedules. 
Thus they cannot assist in the education of the pa- 
tient. They are not acquainted with the several 
collapse therapy procedures which not infre- 
quently require emergency action on the part of 
doctor and nurse. Perhaps worst of all, they must 
usually be taught the fundamentals of infectious 
disease technique for their own protection. 


Of all communicable diseases, tuberculosis is by 
far the most important. In 1940, more than twenty- 
one times as many patient days care were reported 
for tuberculosis as for all acute communicable 
diseases. 


Training Facilities Inadequate 


Despite this importance of tuberculosis in the 
total hospital nursing field, and despite the over- 
whelming need when compared to other commu- 
nicable diseases, we find a great lack of training 
facilities. In 1939, for instance (table I), there 
were 1319 accredited schools of nursing in the 
United States; 79,225 students were registered in 
these schools. Forty per cent of these schools, regis- 
tering 35 per cent of all student nurses, gave 
neither training nor affiliation in either a tubercu- 
losis or acute communicable disease service. Com- 
municable disease services were offered to 55 per 


_cent of students, while only 34 per cent received 


instruction and experience in tuberculosis. In some 
cases this training is optional, and in several in- 
stances as little as two weeks’ time is devoted to it. 


Table I 


TRAINING FACILITIES IN ACCREDITED SCHOOLS 
OF NURSING 


Number of Schools in United States—1,319 
Number of Students Registered comer i; iii ~a 


Schools Goat Students Cont 

Acute Communicable Disease 
Service ... 690 52 44,187 55 
Tuberculosis Service 29 26,671 34 
Both Services 23 20,523 26 
Neither Service 40 28,171 35 





These data demonstrate the inadequacy of prep- 
aration of most nursing graduates in the tubercu- 
losis field. In many sanatoriums short courses must 
be given to newly employed nurses to compensate 
for deficient preparation. 


There is a definite fear of tuberculous infection 
of student nurses on the part of many nurse edu- 
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cators. This is an important consideration, as 
shown by the number of recent studies on this 
subject. There is general agreement that exposures 
during nurses’ training result in an accelerated in- 
cidence of both positive tuberculin reactions and 
clinical tuberculosis. Riggins and Amberson have 
shown, however, that in Bellevue Hospital the in- 
creasing incidence of positive tuberculin reactions 
is about as rapid among student nurses on the gen- 
eral hospital services as among those on the tu- 
berculosis service. This would tend to confirm and 
emphasize the work of Plunkett and Mikol. These 
investigators, in sampling general hospital admis- 
sions, found among them 1.1 per cent of indivi- 
duals with clinically significant tuberculosis. More 
than half were previously unsuspected, and the 
total number of previously unsuspected tubercu- 
lous persons admitted to all general hospitals in 
one year was estimated at more than 40,000. 


Apparently then, there are tuberculosis risks to 
the student nurse in more than one service. 


Personnel Risk 


In the treatment of tuberculosis, the most im- 
portant index of the risk to personnel is the in- 
cidence of death among the patient group. Any 
hospital that has many tuberculosis deaths will 
have many patients with grossly positive sputum. 
Many of these will be too ill to be concerned with 
safe sputum disposal and the protection of per- 
sonnel. In addition, there are always some patients 
who are unsafe because of low mentality or an 
anti-social attitude. These are found more fre- 
quently in the large industrial centers. 


Risk of serious infection varies also with the 
degree of perfection of aseptic technique. Let me 
illustrate: Hospital “A” which cares for many far 
advanced, terminal cases had a serious problem, 
due to a high incidence of tuberculous disease 
among members of the student and graduate nurs- 
ing staffs. After the installation of a well organized 
routine of aseptic technique, the morbidity from 
tuberculosis was halved. Hospital “B” cares chiefly 
for patients with a good prognosis and reports few 
deaths. Here the incidence of tuberculous disease 
among the personnel is practically non-existent, 
even though the aseptic technique is much less 
strict than in hospital “A”. 


The whole problem of protecting personnel from 
tuberculous infection is the subject of much con- 
troversy and varying opinion. Some authorities 
feel that if nurses and other personnel under 
twenty-five years of age are kept away from the 
tuberculous, there will be little danger. If such a 
policy were followed, however, we would have no 
nurses prepared in tuberculosis nursing and rela- 
tively few in aseptic technique. The degree to 
which aseptic technique should be applied has 
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never been established. Dr. W. H. Oatway has pre- 
pared for the American Hospital Association an 
outline of technique for the safe care of tuber- 
culosis patients in general hospitals. This outline 
details a meticulous routine based on the opinions 
of a number of tuberculosis authorities. Other 
leaders feel that less strict techniques are equally 
effective. It seems to me that we cannot defend a 
plan which does not provide the greatest possible 
protection. We are trying to prevent all tuber- 
culous infection, not just a portion. To formulate 
and promote a safe technique is surely one of our 
urgent needs. 


If tuberculosis hospitals are to provide teaching 
affiliations for student nurses, the safest known 
technique is a prerequisite that every nursing 
school should demand. 


With regard to present methods: There is no 
convincing evidence as to just how tuberculous in- 
fection is acquired by hospital personnel. The as- 
sumption that inhalation is the common way, 
rather than ingestion following hand-to-mouth 
transfer, seems reasonable however, and the bur- 
den of proof should be on those who deny this 
assumption. We have adequate means through 
caps, gowns, washing of hands, and various meth- 
ods of sterilization to protect us—except for the 
air we breathe. It is likely that most and perhaps 
all masks are either wide mesh screens through 
which tubercle bacilli pass more or less freely, or 
baffles which force the air streams to pass around 
the edges rather than through them. 


If, as has been suggested, much the greater part 
of infection takes place through inhalation, we 
must find a mask which fits closely at the edges, 
filters out all bacilli-laden droplets and dust, and 
is not too uncomfortable to wear for long periods. 
Continued study of this matter is indicated, and 
would seem to be a task for a skilled engineer. 
Many industrialists have developed masks which 
protect personnel against gases, fine droplets, and 
dusts. It may well be that the lack of truly effec- 
tive masks accounts for the failure of strict tech- 
niques to protect personnel to a much greater de- 
gree than modified techniques. 


Student Training 


The three national nursing organizations should 
promote actively the idea that tuberculosis ex- 
perience is an essential part of the education of 
every student nurse. The minimum requirements 
of such an affiliation should be established and 
should include, of course, the adoption of an ap- 
proved aseptic technique by the hospital. With 
479 tuberculosis sanatoria and more than 600 tu- 
berculosis departments of general hospitals in the 
country, a much greater number of affiliations 
could be established than exist at present. 
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These two moves go together: the increased edu- 
cation of the student nurse in tuberculosis and her 
protection during training. 


Until tuberculosis preparation is generally in- 
cluded in the curriculum of student nurses, we will 
not be able to provide first class care to the tuber- 
culous. 


Another difficult problem in tuberculosis hos- 
pitals is the rapid turnover of nursing personnel. 
What do we mean by too rapid turnover? I sus- 
pect that most administrators would be well satis- 
fied if turnover did not go above 25 or 30 per cent 
annually. Actually, in many sanatoria the rate 
varies, even in peacetimes, from 50 to 100 per cent. 
The wasted effort and loss of efficiency which re- 
sult are too well known to need emphasis here. 
An aseptic technique is inevitably defeated by ex- 
cessive turnover no matter how carefully it may 
have been planned. 


One of the more important factors in turnover 
is the lack of knowledge of and interest in tuber- 
culosis nursing on the part of those employed. 
This is in turn due largely to the lack of under- 
graduate preparation in tuberculosis. 


Handicaps in Tuberculosis Nursing 


Other familiar handicaps which we must face 
in varying degree should be mentioned. 

First: Many tuberculosis hospitals are in isolat- 
ed locations; it is therefore necessary to pay addi- 
tional salary to compensate for traveling time, 
transportation costs, and the absence of urban con- 
veniences and pleasures. 


Second: Living and working conditions are fre- 
quently poor, equipment is inadequate and per- 
sonnel relations are unsatisfactory. Such defects 
are problems in any hospital. No self-respecting 
nurse will work for long where her supervisor is 
unreasonable, where confusion reigns as a result 
of poor organization, or where equipment and sup- 
plies are such as to prevent doing a good job. 


Third: Carefully planned aseptic technique and 
educational program are not followed. These 
have become very definite factors. In one large 
Ohio sanatorium, while the salary scale remained 
the same, the turnover of nursing personnel 
dropped from 101 per cent to 63 per cent over a 
period of six years. This change is definitely at- 
tributed to protective measures and systematic 
educational efforts in the nursing staff. The fear 
of tuberculous infection was clearly illustrated re- 
cently by a nurse who left one tuberculosis sana- 
torium to accept a sanatorium position in another 
state where salaries were considerably higher. 
After a month she asked to be reinstated in her 
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former position because there was so little pro- 
tection from infection in her new location. 


Fourth: The question of compensation is always 
an important factor. The salary scale will be af- 
fected by many influences, such as the prevailing 
rate in the community, the financial status of the 
supporting agency, the supply of and demand for 
nurses in hospitals and private duty, and especially 
those factors surrounding employment in the par- 
ticular hospital. In many instances, tuberculosis 
sanatoria find it necessary to pay a somewhat 
higher rate than that paid in general hospitals of 
the same district. Almost all administrators, I am 
sure, would prefer to pay a higher salary and be 
able to employ a smaller number of competent 
nurses who had a low rate of turnover, than em- 
ploy a constantly changing group of nurses of 
doubtful qualifications, many of whom were em- 
ployed only as stopgaps. 


Incidentally, it seems likely that a large propor- 
tion of the patients who leave tuberculosis hos- 
pitals without medical approval, do so because of 
mediocre care received. The day of slipshot, serve- 
yourself hospital care no longer “gets by,” even in 
tax supported hospitals where many of the patients 
may be indigent. Patients of all classes are becom- 
ing acquainted with hospitals and good hospital 
care as a result of insurance plans. Attempts to 
save money in a tuberculosis control program by 
providing cheap—and therefore poor—hospital 
care are self-defeating and simply increase the 
community problems. 


Underbudgeting Affects Standards 


The foregoing discussion would indicate that at 
least some of our nursing problems are the result 
of underbudgeting. A study of per diem costs of 
various sanatoria reveals rates so low in a ma- 
jority, that reasonably good standards of operation 
are impossible. Here again we are still suffering 
from the early traditions of tuberculosis hospital- 
ization which consisted chiefly of domiciliary care. 
One might note also that in the general hospital 
field, private hospitals predominate; they have led 
the way and are largely responsible for the higher 
standards which exist. In the tuberculosis field, the 
private hospitals are few in number and do not 
influence standards appreciably. This situation is 
illuminated by a survey made by the American 
Medical Association in 1934. Here it was shown 
that costs of operating tuberculosis departments of 
general hospitals averaged 24 per cent higher than 
those in sanatoria. I am not suggesting here that 
tuberculosis hospitalization should cost as much as 
general hospital care—only that it should approach 
somewhat closer. Surely there is no reason why 
similar work should be done well in a general hos- 
pital and poorly in a tuberculosis hospital. 
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Building a Long-Range Program 
for Dietary Personnel 


NELL CLAUSEN, B.S. 


Dietitian, Milwaukee Children’s Hospital, Milwaukee, Wisconsin 


BUDGET is always based on the previous 
A year’s expenditures, so why not look over 
the employment situation following the 
last war and see if a basis can be found for a solu- 


tion to the problem which will follow the present 
war. 


This survey must necessarily be based upon my 
own experiences. My entrance into the field of 
dietetics was made the summer following the sign- 
ing of the Armistice in November and my student 
training was taken in a large hospital in New York 
City. In this hospital, the same thing happened 
every pay day, about one-third of the employees, 
male and female, failed to report for work the 
following day and a third of the ones who did show 
up could be found sleeping in the corners before 
noon. These sobered up by the second or third day 
and continued to perform their duties as usual. In 
fairness it must be said that they did very well the 
tasks that had become habits with them. However, 
in every unit of the hospital there was always a 
Katie or a Joe who kept the place going. This made 
up the last third. 


Irresponsible Employees 


After training, my first position was in a small 
hospital in Newark, New Jersey and here the em- 
ployment situation was terrific. Prices were sky- 
high, factories were working to capacity, and ex- 
service men refused to work except for salaries 
far above the budget limits of a hospital at that 
time. The second “flu” epidemic occurred during 
my short stay at this hospital and had it not been 
for a faithful Elizabeth and Henry my career as a 
dietitian would probably have ended there. It was 
never possible to predict what the day would 
bring. I toured employment agencies. I imported 
colored girls from Virginia—who stole their suit 
cases that were being held until fares were repaid 
and disappeared after working only three days. I 
cooked and served and even stoked the furnace. 
It happened to be my duty to employ all except 
professional help so when there was a shortage it 
was necessary for me to cover. 


Another experience with poorly qualified per- 
sonnel was in 1921-1922 in an Army hospital. This 
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was during the reduction of the Army and able- 
bodied soldiers were asking for discharges. This 
left many misfits to be used in the Medical Corps. 
Training and experience did not mean a thing 
when it came to making assignments so teaching 
was a constant duty. Here too, there were always a 
few interested in what they were doing—faithful 
and willing. 

In 1925 I accepted my present position in Mil- 
waukee, the country was still prosperous and fac- 
tories had the choice of employees. At that time 
the country was still enjoying the ‘“Normalcy” 
which was talked of so much during the Harding 
and Coolidge administrations. (I wonder what 
“Normalcy” really is!) The personnel problem was 
still the “fly in the ointment.” In spite of every- 
thing a quite respectable staff had been built up 
in our organization by 1929 when the crash came 
followed by the depression. 


The early depression years enabled hospitals to 
select and maintain dietary personnel of unusually 
high qualifications. Standards and civil service 
requirements were raised. Non-taxpaying institu- 
tions were able to maintain these high standards 
up to the time of the present war. Where state, 
county, and city institutions were required to use 
relief and WPA clients quality of workers was 
again lowered. 


This review of hospital personnel conditions over 
a period of twenty-three years seems to indicate 
that the solution to the problem is in setting higher 
standards for workers. This will mean higher pay, 
better working and living conditions, and the 
injection of interest akin to glamor into the field. 


Present Situation 


The present employment situation needs some 
analysis. War is both an economic and a social 
revolution. It is not the higher pay alone that 
causes people to give up positions which they have 
held with a reasonable amount of security for years 
to go into a factory, it is the general unrest of the 
times. (According to a report by Orrin Fried, sta- 
tistician for the industrial commission of Wiscon- 
sin, the average factory pay in Milwaukee is $46.09 
per week including overtime with 65 per cent of 
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the workers getting checks under $46. Add meals 
or complete maintenance to the checks which 
dietary employees receive and they will compare 
favorably with factory pay.) 


The great demand for workers will embolden 
some one person in an organization who has never 
been quite satisfied, but has not had the courage 
to make a change before, to leave. This person 
comes back with exaggerated tales of large checks, 
easy work, and good hours, and soon others follow. 
To cite an example in my own institution, one girl 
who is a high school graduate and had taken some 
extra work in stenography had always felt that 
she was fitted for something better than hospital 
kitchen work. She left to work in a shoe factory 
and soon three other girls of her age followed. She 
is still not a stenographer and in all probability 
is doing something for less interesting, but the 
malcontents are better weeded out. 


Conditions at this time are much the same in all 
institutions. There are a few of the faithful who 
with their untiring devotion to duty and their 
patience in teaching new workers make it possible 
for the food service to continue without too much 
deviation from the regular pattern. 


Some concern is being felt over the dietary 
departments’ ability to be cleared of the less effi- 
cient employees who are now being taken in (from 
dietitians to pot washers). In many places this 
does not seem to present a problem because these 
people drop out faster than they can be replaced. 
The problem of finding the employee is greater 
than the weeding out of the inefficient ones. A 
suggestion is that careful records be kept of per- 
sonnel during the present period, and if or when 
the time comes that replacements can be made, 
the least efficient will be the first to go. In order 
that the director may not be accused of partiality 
the records may be reviewed by a board. 


Milwaukee County Civil Service appointments 
for replacements of servicemen are only tem- 
porary for the duration, which eliminates the less 
desirable at the end of the war. 


Building Up Personnel 


Less efficient dietitians are apt to be kept longer 
in a dietary department than nonprofessional per- 
sonnel. With four years of college and a year of 
student dietetic experience in an approved train- 
ing course back of them, it is always hoped by the 
head of the department that with patience some- 
thing can be made of the poorest dietitian. This 
is not a good practice because it not only lowers 
the standards of the department, but brings criti- 
cism of the profession. 


In post-war planning the best that can be done 
is to build up personnel by selecting those among 
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the many who are truly interested in this type of 
work. Recognize talent and shift positions to suit 
this talent. If interest seems to be on the down- 
grade, make new work schedules, change the 
routine, and then call employees together to dis- 
cuss the new plans. All this can be done without 
loss of authority or lowering of dignity. 


Favorable Working Conditions 


Hospital boards will have to realize that the suc- 
cessful operation of their institutions depends to a 
large extent upon food service. Budgets will have 
to be liberal enough to allow for the employment 
of good quality dietary help and consistent salary 
raises. It often happens that a chef will be kept on 
in one place for years and nothing will be done 
about an increase in salary until he becomes dis- 
satisfied. The personnel director realizing what a 
plight the place would be in if the chef would 
leave gets panicky and offers him so much to stay 
that another raise will be impossible. 


A large enough staff should be maintained so 
that if one person is missing the work can be done 
by another without too much effort and confusion. 
Overtime pay should be given for extra work. By 
deducting the salary of the absentees enough 
money will remain in the budget for coverage. 


People applying for positions nowadays ask 
about social security and pensions. Non-taxpaying 
institutions do not have social security and very 
few of them have a pension plan. A pension is 
necessary in addition to social security to give 
permanence to the position and the feeling of 
“freedom from want” to the employee. 


People applying for positions also ask about 
hours and Sunday work. Work schedules com- 
parable with those of other fields must be planned 
for hospital employees if we are to make positions 
in our dietary departments attractive. 


In building up dietary personnel it must be kept 
in mind that there are two kinds of individuals, 
the responsible and the irresponsible. They are 
about half and half and both we will always have 
with us. These are the days when workers in the 
salary brackets of dietary personnel should be 
encouraged to provide a cushion against the future 
and to get rid of personal debts. One day’s work 
now may mean more than two later on. (We hope 
not!) Responsible people keep these things in 
mind. Irresponsible people simply cannot relate 
their jobs to the present war or to their own peace 
of mind. They will always come and go and per- 
sonnel directors will continue to be surprised that 
someone who has been patiently taught to perform 
certain duties and has been given generous con- 
sideration will suddenly leave without notice. 
Dealing with personnel is dealing with human 
nature and human nature is still inexplicable. 
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DOUGLAS D. STONE and LOU B. MULLOY, Architects 


In collaboration with 
The Hospital Facilities Section of the United States Public Health 
Service and the Emergency Operations Section, Public Buildings Ad- 
ministration of the Federal Works Agency. 


HIS hospital is an example 
: ye emergency construction 
under the Lanham Act which 
provides federal funds to fi- 
nance emergency health facili- 
ties in crowded war communi- 
ties. 

The design of the hospital is 
based upon material and con- 
sultation furnished to the pri- 
vate architect by the Hospital 
Facilities Section of the United 
States Public Health Service. 

The building comprises an 
administration wing, service 
wing, maternity and obstetrical 
wing, surgical nursing wing, 
medical nursing wing, and an 
operating wing and is designed 
to accommodate 65 patients and 
11 infants at normal capacity. 
The estimated cost of the proj- 
ect is $350,000 or about $5,400 
per bed, including equipment. 


The building is a one-story 
wood frame structure with a 
flat composition roof overhang- 
ing the building 4 feet, rustic 
siding, and double hung sash 
and very nearly continuous fen- 
estration. The entire plan is 
based on the 4 foot module sys- 
tem. Each wing is so planned 
that it is separated from the 
rest of the building by a rein- 
forced firewall, giving maxi- 
mum fire protection in this type 
of construction. Ramps lead’ out 
at the end of each wing so that 
in case of an emergency beds 
could be rolled easily to the 
open areas around the hospital. 

As planned, this particular 
building could be expanded two 
nursing wings, if needed. 

One service court is provided 
for ambulance, garage, boiler 
room, and service wing. 
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(Material prepared by Hospital Facilities Section, States Relations Division, U. S. Public Health Service) 


Planning Suggestions and 
Demonstration Plans for 
Acute General Hospitals 


Text by 
NEIL F. McDONALD 


Senior Hospital Consultant 


N PLANNING either a new hospital 
| or the extension of existing facil- 
ities, the governing board of a hos- 
pital is faced with the problem of 
securing adequate technical guidance 
in both planning and construction. 


Unless such guidance is obtained a 
new structure may fail to embody 
modern principles of construction and 
equipment. Similarly, without expert 
counsel an extension of existing facil- 
ities may result in an expanded but 
poorly integrated institution which 
cannot discharge its functions eco- 
nomically or efficiently. 


It is considered highly desirable in 
the hospital field to engage two sep- 
arate and distinct technical services 
for the purpose of judicious planning: 
that of the architect, and that of the 
hospital consultant. 


The architect plans the building 
and supervises the construction. The 
consultant acts as the executive rep- 
resentative of the governing body, 
confers with and advises the architect 
upon fundamental details of plan- 
ning, including allotment of space, 
coordination of services, information 
upon special plumbing, lighting fix- 
tures, acoustical treatment, and all 
other matters which affect the utility 
of the structure for the highly spe- 
cialized purposes intended. 


The consultant is also concerned 
with the furnishings and equipment 
of the hospital, and prepares sched- 
ules and specifications for every re- 
quired item. He also assists the gov- 
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Plans by 
MARSHALL SHAFFER 


Senior Hospital Architect 


erning body in the formulation of 
such organizational regulations and 
administrative procedures as may be 
required by the board or as may be 
necessary to assure approval of the 
institution by the national accrediting 
agencies. 


The architect should be selected 
with care and discrimination. He 
should either have had adequate ex- 
perience in the construction of hos- 
pitals or should be associated with 
some firm which has had such exper- 
ience. 


It is advisable to have the consult- 
ant recommended by one of the na- 
tional accrediting agencies; that is, 
The American Hospital Association or 
the American College of Surgeons. 


Naturally he should be a person 
with wide experience in his chosen 
field, and must not only have a grasp 
of hospital planning but be thoroughly 
conversant with the details of day- 
to-day procedures of hospital opera- 
tion and be capable of devoting a 
sufficient amount of time to the task 


at hand to assure its successful con- 
summation. 


Each hospital is a problem unto it- 
self. Local factors will have an im- 
portant influence on the types of 
facilities furnished, the distribution 
of services, the apportionment of beds 
and many other details of planning 
and operation. 


The consultation services of the 
Hospital Facilities Section of the Pub- 
lic Health Service are available to 
examine preliminary plans and pro- 
posed administrative methods and to 
determine whether or not they con- 
form to accepted standards, and to 
suggest modifications where indicated. 


While the Hospital Facilities Sec- 
tion has available for consultation 
both hospital administrative and ar- 
chitectural services, it is not equipped 
for, nor will it attempt, the designing, 
constructing, equipping or adminis- 
trative planning of individual hospi- 
tals. 


Advice can be given on specific 
problems, but the actual details of 
working out the suggestions and fit- 
ting them to local conditions must, of 
necessity, remain with the architects 
and consultants who are intimately 
acquainted with local needs. 


FIRST, THE HOSPITAL SITE 


Since the hospital site and its con- 
tours may have an important influ- 
ence on the planning of the structure, 
the site must be selected before the 
preliminary plans can be started. It 
is of vital importance that the site be 
selected without prejudice and in 


accordance with certain fundamental 
and generally conceded requirements 
of a general hospital. 


Minor mistakes. in planning may 
often be corrected, but once an insti- 
tution is erected in an unsuitable 
location, the community has no meth- 
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od of correcting the error other than 
to abandon the whole investment. 


Certain principles concerning the 
selection of a hospital site have been 
formulated. An attempt will be made 
to enumerate them for the guidance 
of the governing board. 


It should be stated, however, that 
the task of selecting a suitable site 
requires the services of one familiar 
with the function of a hospital, with 
the character of service the particular 
institution is to render, and with gen- 
eral local medical conditions. It also 
requires knowledge of local sentiment 
concerning various neighborhoods and 
the population trends of the various 
sections of the community. 


It is unwise to place the responsi- 
bility of selecting a site solely upon 
an architect. The ideal and safest 
method is to secure the services of 
both architect and consultant before 
the site is selected, and to use their 
joint knowledge of requirements as 
a guide in selecting the most suitable 
location. 


The points to be considered in the 
selection of a hospital site follow: 


ACCESSIBILITY. The accessibil- 

ity of the site for ambulant as well 
as non-ambulant patients, visitors, 
staff members and personnel, and for 
the delivery of supplies, must be con- 
sidered. The modern hospital designed 
to handle acute cases should be rea- 
sonably accessible to the center of 
community activity, but should be 
located in an uncongested district to 
avoid unnecessary noise and parking 
and traffic problems. 


While the hospital should be situ- 
ated so that it may be easily reached 
from the industrial area of the com- 
munity, it should not be located too 
close to industries. Cheap transpor- 
tation facilities for ambulant patients 
should be available within reasonable 
distance, especially if an out-patient 
service is to be maintained. These 
facilities should not be so close to the 
hospital, however, that their noise 
would disturb bed patients. 


Consideration must be given to vis- 
itors and others coming to the hospital 
by automobile, and first-class roads 
should connect the hospital directly 
with . local traffic arteries. There 
should be direct improved-road con- 
nection with facilities for the trans- 
portation of incoming supplies. 
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AIMS OF HOSPITAL FACILITIES SECTION 


The Hospital Facilities Section, States 
Relations Division, U: S. Public Health 
Service, is a small technical unit the pur- 
pose of which is to give consultation and 
planning service on hospital matters to local 
communities and governmental agencies. 
The need for this service was becoming 
more and more apparent before the war and 
was crystallized with the institution of the 
emergency construction program under the 
Lanham Act in 1941. The personnel of the 
section include specialists in the fields of 
medicine, hospital administration, hospital 
architecture and hospital equipment. 

The section has been concerned primarily 
with emergency hospital construction under 
the Lanham Act. When priority restrictions 
forced a radical depariure from conven- 
tional methods of consiruction, it became 
necessary to set up standards to safeguard 
the adequacy of hospital service. These 
standards, many of which are described in 
the accompanying article, have been worked 
out in cooperation with the Public Build- 


. ings Administration of the Federal Works 


Agency. This agency, which has charge of 


most of the new hospital construction under 
the Lanham Act, is to be commended for its 
firm insistence upon adequate standards in 
the face of innumerable difficulties. 

Throughout the Lanham Act program 
every effort has been made to establish 
friendly and cooperative relationships witi: 
private architects who, in all instances, are 
selected by the local project sponsor and 
employed by the Public Buildings Adminis- 
tration to prepare the preliminary plans and 
working drawings. Standards set up by the 
Hospital Facilities Section have been fur- 
nished to architects upon request. Neither 
in fact nor by implication has there been 
any element of compulsion in the accept- 
ance of these standards. 

It is perhaps unnecessary to point out 
that these suggestions represent what is 
considered best at the moment. They are, 
therefore, not static but subject to change 
as developments may indicate. The reader’s 
comments and criticisms are cordially in- 
vited—_V. M. Hoge, Surgeon-in-Charge, 
Hospital Facilities Section, States Relations 
Division, U. S. Public Health Service. 





PUBLIC UTILITIES. The hospital 

should be situated near adequate 
sewerage, water, electrical, telephone, 
and gas facilities. If these utilities are 
distant from the site, the expense of 
securing extensions and connections 
may be excessive. 


Water pressure should preferably 
be sufficient to supply the upper floors 
of the institution without recourse to 
booster pumps. Sewer levels should 
be low enough for adequate drainage 
of the lowest floor of the building, so 
that the expense of constant opera- 
tion of ejectors may be avoided. 


In addition to an adequate water 
supply with sufficient pressure, fire 
fighting facilities should be available 
in the immediate vicinity. The site 
should preferably be in an area 
enjoying police protection. Streets 
leading to the hospital should have 
sidewalks and adequate lighting. 
Hard-surface roads should adjoin the 
institution on at least one side, and 
preferably on two. 


NUISANCES. The site chosen for 
the hospital should be free from 


undue noise such as that emanating: 


from railroads, freight yards, main 
traffic arteries, schools and children’s 
play-grounds. It should be remote 
from industrial or topographical con- 
ditions which would encourage breed- 
ing of flies, mosquitos, or other insects. 


Proximity to a cemetery should be 
noted among the undesirable features 
for a hospital site. The site should not 
be exposed to smoke, foul odors, or 
dust, nor should it be so located that 


prevailing winds from a _ nearby 


industrial area will bring smoke or 
objectionable odors to the hospital. 


Not only should such nuisances be 
avoided at the time of construction 
but consideration should be given to 
any probable future developments of 
an objectionable nature in the imme- 
diate area. The exposure of the build- 
ing to adjacent fire hazards, while 
not exactly in the category of nuis- 
ances, should be considered with this 
group of factors. 


ORIENTATION AND _ EXPO- 

SURE. The site should be chosen 
with consideration for proper orien- 
tation of the structure so that every 
patient room will receive sunlight at 
least during a part of the day, and 
so that proper advantage can be taken 
of prevailing winds in the interest of 
natural ventilation. 


The most advantageous orientation 
will vary in different latitudes and in 
different sections of the country, but 
normally the areas occupied by pa- 
tients in the north temperate zone 
should face the south, southeast or 
southwest. 


The new Welfare Hospital in New 
York is an outstanding example of 
proper orientation. Here Goldwater, 
Rosenfield and Butler designed the 
buildings in chevron shape with a 30 
degree angle and facéd them south. 
The result was 240 degrees of expo- 
sure to the sun instead of the 180 
degrees of exposure of a _ straight 
building faced directly south. 
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COST. The cost of the site natur- 

ally is important, but the total 
cost including the expenditures re- 
quired to make the site suitable for 
a hospital structure must be consid- 
ered, not merely the initial: cost. A 
plot offered as a donation may, in the 
final analysis, be more costly than 
another apparently high-priced plot. 


Foundations, subsoil conditions, 
grading, drainage, landscaping, title 
clearance, proximity of utilities and 
future maintenance all have bearing 
on the final cost of the plot. In a small 
community the cost of land on the 
outskirts of the town may be quite 
low, and the land may nevertheless 
be accessible and have other advan- 
tages. 


In a larger community the outlying 
districts may be so inaccessible that 
the institution must be located nearer 
to the center of population, and there- 
fore on more costly land. 


DIMENSIONS. The minimum size 

of a plot for a multi-story 50-bed 
hospital probably should not be less 
than 300 x 300 feet if adequate pro- 
vision for expansion is to be made. 
In any case, the plot chosen should 
allow for future expansion of at least 


100 per cent in building area. 


Thought should be given to the pos- 
sibility of subsequent provision for 
communicable disease, psychiatry and 
other special services. 


On the other hand, too large a plot 
results in costly upkeep. Recreation 
areas are not required for patients of 
acute hospitals, but some provision 
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TYPICAL SEMI-PRIVATE ROOM 


1 Patient’s locker 
2 Bedside cabinet with overbed tray (or over- 
bed table) 


3 Be 

4 Straight chair 

5 Nurses’ calling station; duplex receptacle; 
optional radio, telephone jack and pilot 
light ; 

6 Sliding window curtain 

7 Waste receptacle 

8 Lavatory with knee or elbow control and 
gooseneck spout, glass shelf, soap dis- 
penser, paper towel dispenser and mirror 


over 
9 Wall bracket light, switch controlled 
10 Wall bracket bed lamp, pull chain con- 
trolled, 5’ 6” high 
11 Corridor lamp station 
12 Night light, switch controlled 
13 Cubicle curtain 


—- 





should be made for tennis courts and 
other recreational facilities if student 
nurses, graduates or interns are to be 
housed. 


Sufficient space must be available 
to accommodate the various traffic 
lines coming to the institution, and 
ample parking areas should be pro- 
vided. The new hospital, if at all pos- 
sible, should be built at some distance 
back from the sidewalk line. Within 
limits, the farther back the building 
is located, the better. 


TOPOGRAPHY. Ideally, the in- 

stitution should be located on rel- 
atively high ground in order to take 
advantage of natural drainage. The 
elevation should not be so great, how- 
ever, as to be a handicap to ambulant 
patients who approach on foot. 


The plot should be such that it will 
permit the patient entrances to be 
close to ground level. A slope toward 
the rear, so that the natural grade 
will permit basement service en- 
trances to be at grade level, will be 
of considerable advantage. 


Subsoil conditions should be inves- 
tigated to determine drainage and 
soil-bearing properties and whether 
difficulties in excavation may be 
encountered. The outlook from the 





TYPICAL PRIVATE ROOM CON- 
VERTIBLE TO SEMI-PRIVATE 


1 Patient’s locker 

2 Bedside cabinet with overbed tray (or over- 
bed table) 

3 Bed 

4 Straight chair 

5 Nurses’ calling station; duplex receptacle; 
optional radio, telephone jack and pilot 
light ‘ 

6 Sliding window curtain 

7 Waste receptacle 

8 Lavatory with knee or elbow contro] and 
gooseneck spout, glass shelf, soap dis- 
penser, paper towel dispenser and mirror 
over 

9 Wall bracket light, switch controlled 

10 Wall bracket bed lamp, pull chain con- 
controlled, 5’ 6” high 

11 Corridor lamp station 

12 Night light, switch controlled 

14 Dresser 

15 Easy chair 

16 Floor lamp 
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site should not be too restricted, and 
should be pleasing. 


The nature of the adjacent areas 
should be considered. Location oppo- 
site a public park, provided the park 
is not noisy, is advantageous since 
it insures against future encroach- 
ment of unsightly buildings from that 
direction. 


A suggested rating sheet for evalu- 
ating plots considered as possible sites 
for a new hospital is included as 
Exhibit I. 


The Hospital Building 


Once the type and size of the insti- 
tution are determined and the site is 
selected, the architect and consultant 
may embark on the actual prepara- 
tion of the plans and specifications 
for the building. Decisions as to what 
facilities and services are to be sup- 
plied in the hospital will have to be 
made by the board of trustees and 
the hospital consultant, guided by the 
medical advisory council. 


It is advantageous to have set up a 
building committee of the board of 
trustees, and it should include the 
administrator, if he has been appoint- 
ed. This committee should be vested 
with authority to decide on questions 
of planning detail, and should report 
regularly to the board. 


Space for certain functions will be 
required in all acute general hospi- 
tals; namely, administrative, service, 
patient, operating suite, obstetrical 
suite, laboratory, radiology and emer- 
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gency room areas. A drug room will 
also be required. It may be extremely 
modest with regard to space and 
equipment, or it may include provi- 
sions for compounding and manufac- 
turing. 


A physical therapy department may 
be included or space may be fur- 
nished for only a few items of phys- 
ical therapy equipment under the 
supervision of the nursing department 
or one nf the laboratory technicians. 
An out-patient department may or 
may not be indicated. There may or 
may not be provisions for communi- 
cable disease treatment or psychiatry. 
A health center containing space for 
clinics, offices for health officers, sani- 
tary engineers and public health 
nurses, may or may not be included. 


Today’s trend is to make the hos- 
pital the real health center of the 
community. Because of the many pos- 
sible variations in the needs of indi- 
vidual communities, and in the indi- 
vidual specialists available for the 
staff and hence of specialties to be 
represented, it is difficult to designate 
exact requirements that would be 
applicable to more than one specific 
hospital. Nevertheless, the broad re- 
quirements of the average small hos- 
pital can be outlined with reasonable 
definiteness, and these requirements 
will be discussed in some detail. 


Once the board and its technical 
advisors have determined the facil- 
ities that will be required and the 
policies to be followed, it becomes 
necessary to translate these general 
principles into a building design that 
is adequate in its provisions for 
patients, that lends itself to profici- 
ency of service, that is flexible in its 
relationship to fluctuating demands 
and economical in cost of construc- 
tion, operation and maintenance, that 
is architecturally attractive without 
sacrifice of function, and that is 
acceptable to the community of which 
it is a part. 


Fundamental requirements will in- 
clude proper orientation of patient 
accommodations with regard to air, 
sunlight, and quiet, and planning for 
economy and efficiency of operation 
and maintenance. 


An ideal site in northern latitudes 
would permit the placing of the 
administrative offices, the out-patient 
department and the service depart- 
ments on the northerly and street side 
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25 indicates poor conditions. 


EXHIBIT I 
FORM FOR APPRAISAL OF SITES FOR A HOSPITAL 
VALUE OF RATIONS 
100 indicates the most favorable conditions. 


75 indicates favorable conditions but not ideal. 
50 indicates unfavorable or unsuitable conditions. 


(When a condition is encountered which indicates that a site is undesirable, 
the valuations may be used as “'minus'’ values.) 





Public 


Accessibility Utilities Nuisances 


Orientation 


Exposure 


Cost | Dimensions| Topography | Average 






































of the property, and the nursing areas 
on the southerly and quiet side of the 
property facing areas which do not 
promise future encroachment. 


The present trend in design is 
toward a compact, multi-storied plan, 
since such a structure is less expen- 
sive to build, operate, and maintain. 
Whatever the plan, provision for 
future expansion should always be 
considered. The construction of the 
building should, of course, be as fire 
resistant as is possible with the mate- 
rials available. 


There is mtch to be said in favor of 
retaining the administrator of the 
hospital early in the procedure, so 
that he will be thoroughly familiar 
with the plan and the reasons for its 
various features. If experienced, he 
can be of much help to both con- 
sultant and architect. 


As a guide for the allocation of 
areas to the various functions and 
services in the hospital, the Hospital 
Facilities Section has prepared area 


allocation charts which are included 
in full. 


In considering the areas shown in 
these tables, it must be borne in mind 
that while the areas listed represent 
acceptable practice and are based on 
general experience, conditions in spe- 
cific institutions vary and hence the 
areas specified may be varied within 
reasonable limits. 


Areas often must be adjusted to the 
depth of the bay, and may often be 
reduced if some novel engineering 
arrangement is devised. It is to be 
noted particularly that the area dis- 
tribution charts do not include pro- 
vision for out-patient services or 
health center facilities, these being 
regarded as entirely separate from 
the areas for the in-patient services 
supplied by the hospital. If an out- 
patient service or health center is 
contemplated, its areas must be added 
to that of the hospital proper. The 
percentage areas given in the charts 
apply only to that portion of the 
building devoted to in-patient service. 


TRAFFIC 


Throughout the planning of the 


hospital, careful thought must be 
given to traffic. Besides the various 
complicated lines of traffic inside the 
hospital, traffic to and from the hos- 
pital must be given consideration. 


The latter includes: (1) Patients 
arriving or leaving by automobile or 
ambulance, (2) patients arriving or 
leaving on foot, (3) the visiting pub- 


lic who should have adequate park- 
ing space, (4) staff members who 
should have a convenient parking 
area reserved for their exclusive use 
if practicable, (5) controlled ingress 
and egress of employees with proper 
facilities for parking, (6) incoming 
supplies, (7) removal of the dead in an 
unobtrusive manner, (8) delivery of 
fuel and removal of refuse and ashes if 
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coal is used, (9) out-patient traffic if 
an out-patient department or health 
center is contemplated. 


In designing traffic lines to and 
from the building, conflicting or 
crossing traffic streams should be 
avoided. In order to take care of these 
traffic lines, certain entrances must 
be provided. The main entrance in 
most hospitals will take care of ambu- 
lant in-patients, whether arriving on 
foot or by car; physicians, providing 
their reserved parking area is con- 
venient to that entrance and their 
locker room is properly located; and 
visitors. 


An emergency entrance designed to 
permit non-ambulatory patients to be 
- received from autos and ambulances, 
and leading directly to the emergency 
suite, will be required. 


A third entrance with proper facil- 
ities for unloading will be needed for 
supplies. It may also be used for 
removal of refuse. This entrance 
should be in close proximity to stor- 
age areas, to elevators and to the 
kitchen refrigerators. Nonprofessional 
employees of small hospitals may use 
this entrance if it is adequately con- 
trolled, but in larger hospitals a sep- 
arate entrance for these employees is 
generally provided. 

Usually a fourth entrance is pro- 
vided for the removal of bodies. This 
entrance should be kept locked unless 
it is also to be used as the employee 
entrance. There should, however, be 
only one employee entrance for non- 
professional employees, and the em- 
ployee locker rooms as well as the 
employee time and attendance con- 
trol system should be convenient to it. 
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TYPICAL 4 BED WARD 


Patient’s locker 
2 Bedside cabinet with overbed tray (or over- 
2 a table) 
e 


4 Straight chair 

5 Nurses’ calling station; duplex receptacle; 
Fs pad radio, telephone jack and pilot 
ight 

6 Sliding window curtain 

7 Waste receptacle 
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8 Lavatory with knee or elbow control and 
gooseneck spout, glass shelf, soap dis- 
penser, paper towel dispenser and mirror 


over 
9 Wall bracket light, switch controlled 
10 Wall bracket bed lamp, pull chain con- 
trolled, 5’ 6” high 
11 Corridor lamp station 
12 Night light, switch controlled 
13 Cubicle curtain 


Special provision should be made 
for the receipt and removal of fuel 
and ashes. Finally, if there is an out- 
patient department, a separate en- 
trance must be provided for it. The 
number of exits or entrances should 
always be held to a minimum, how- 
ever, especially if unsupervised. 


In small hospitals, it is not consid- 
ered necessary to furnish more than 
one out-patient entrance, no matter 
what separation of different groups 
of patients is contemplated. Separa- 
tion may be on a schedule basis, 
assigning different days or hours to 
different patient groups. 


Within the hospital there are other 
complicated traffic lines to consider. 
Here, some crossing of traffic streams 
is inevitable. Orderly internal traffic 
is facilitated by correctly relating 
facilities and services. 


The main traffic streams are: (1) 
Incoming patients who must proceed 
from the admitting and social service 
departments to the wards, emergency 
room, x-ray department, or other 
services; (2) outgoing patients who 
must .leave the hospital from the 
wards, usually by way of the business 
office or the social service depart- 
ment; (3) inter-departmental patient 
traffic; (4) deceased patients who 
must be taken from wards or emer- 
gency direct to the mortuary in as 
unobtrusive a manner as possible; (5) 
visitors who should be under surveil- 
lance to and from wards and during 
their entire stay in the hospital; (6) 
staff members who ought to be routed 
past the record library and the physi- 
cians in-and-out board, and who 
should be protected from contact with 
the visiting public as much as pos- 
sible while in the hospital; (7) out- 
patients, if any, who may be routed 
to the laboratory, pharmacy, x-ray, 
physical therapy units, or other serv- 
ices in the hospital area proper; (8) 
employees who must be routed past 
their time control station and locker 
rooms before being allowed in the 
hospital proper; and (9) the compli- 
cated traffic in supplies, foods, and 
wastes, which must be as completely 
isolated from all patient and visitor 
traffic as possible. 


No rigid suggestions can be given 
for isolating these various streams of 
traffic within the hospital, but they 
must be kept under constant consid- 
eration in laying out areas. It will 
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be one of the functions of the hospital 
consultant to suggest the location of 
the various services and areas in rela- 
tion to each other, and thus minimize 
the confusion engendered by crossing 
traffic. As the various services and 
areas are discussed later in detail, 
suggestions will be advanced for their 
most advantageous locations. 


The dean of hospital consultants in 
the United States, the late Dr. S. S. 
Goldwater, set forth certain basic 
principles of hospital planning eight- 
een years ago in the “Report of The 
Committee on Hospital Planning of 
the American Hospital Association, 
1924.” This material is so pertinent 
that it is quoted herewith. 


“At a time when building costs are 
extraordinarily high, the temptation 
is peculiarly strong to lower the 
standards of planning in the interest 
of an assumed economy. We are in 
the midst of such influences today, 
and the time seems opportune to 
direct attention to the underlying 
principles of hospital planning, name- 
ly, unity, diversity, facility of opera- 
tion, flexibility, health and economy. 


nie UNITY. A well ordered hospi- 
tal which is doing advanced and 
thorough work necessarily contains 
many clinical and other subdivisions. 
The specialized character of these 


subdivisions readily suggests the 
splitting of the hospital into many 
parts. 


“Swayed by departmental interests, 
the architect is apt to be led away 
from the fundamental idea that the 
hospital is an organic unit which can- 
not function vigorously unless all of 
its departments function in harmony. 
The tendency of individual depart- 
ments to detach themselves from the 
group should be combated in plan- 
ning a general hospital and the unity 
of the hospital preserved. — 


4 9 DIVERSITY. Certain princi- 

ples of orientation, size, and 
arrangement are valid, respectively, 
for a particular department of a hos- 
pital, and these principles must be 
respected. If the architect considers 
separately each distinctive function 
and plans for it appropriately, a vari- 
ety of structural outlines will emerge. 
If he then proceeds to build for each 
function, regardless of its place and 
relations in the general scheme, chaos 
will result. 


“While the value of diverse forms 
must be recognized, the necessity of 
combining these forms into a prac- 
ticable unit must not be overlooked. 
On the other hand, if a plan which is 
simple and which is selected on 
account of its correspondence to some 





height between floors. 





ABOUT SUGGESTED AREA DISTRIBUTIONS 


HE AREAS shown in tables accompanying this-article are intended 
j pen suggested space assignments for the various activities in a gen- 
eral hospital with service and accommodations for surgery, obstetrics, 
medicine, pediatrics, and emergency care. 


Due to the wide variation in demand no provisions are made for: 
(1) out-patient department, (2) quarters for personnel, including 
interns or residents, (3) nursing school or any other teaching affilia- 
tion, (4) storage space for fuel, or (5) garage. If any of these func- 
tions or activities are contemplated, additional space must be added 
to the areas given in the tables. The areas given are intended as basic 
areas for the functions and activities detailed in the accompanying 
discussion, and may be increased or decreased as the expected activi- 
ties and functions of the proposed hospital may indicate. 


All areas shown in the tables are NET areas and do not include 
walls and partitions. For customary fireproof construction, gross areas 
may be computed by using approximately 114 per cent of the areas 
shown. Cubage may be estimated by multiplying this figure by the 


Bed capacities shown are based on the total of adults’ and children’s 
beds only. Space for the number of bassinets for new-born infants 
expected to be required is provided for (see nursery), but these bas- 
sinets are not included in the bed count. 











particular hospital function, the re- 
sulting building may be satisfactory 
in part, but will not give satisfaction 
as a whole. 


13 FACILITY OF OPERATION. 
The degree of ease with which 
a hospital can be operated depends 
on the location of the site, the dispo- 
sition of entrances and exits, the 
grouping in space of interdependent 
departments, and the arrangement or 
placing of working equipment. The 
accessibility of the hospital to its 
clientele is important, and in this con- 
nection patients, visitors to the pa- 
tients, the medical staff, and the 
nursing staff must be separately con- 
sidered. 


“Entrances and exits must be con- 
veniently arranged for the groups 
just named, as well as for domestic 
employees, for goods, for waste and 
for the dead. Internal circulation, or 
transport and service lines, demand 
the closest study. 


“For example, the wide separation 
of (a) the supply entrance from the 
kitchen, (b) the visitors’ entrance 
from the kitchen, (c) the visitors’ 
elevators from the nurses’ control sta- 
tions, (d) the operating rooms from 
the surgical wards, (e) the out-pa- 
tients’ department from the admitting 
ward or from the radiographic depart- 
ment, (f) the ward utility room or the 
linen room from the center of the 
group of beds to which it is annexed, 
interferes with facility of operation. 


“These few examples will perhaps 
suffice to show that an intimate 
knowledge of hospital service is indis- 
pensable in planning, and that the 
difficulty of applying such knowledge 
is especially great in the case of large 
and complex general hospitals, in 
which service lines cross each other 
many times. 
ui 4 FLEXIBILITY. Experience has 

shown that the _ conditions 
which constitute the environment of 
the hospital are constantly undergo- 
ing modifications; social changes, 
community growth, and scientific dis- 
covery create new demands which 
the hospital is called upon to satisfy. 
Healthy hospitals are growing hospi- 
tals, but their growth is not neces- 
sarily symmetrical. 


“New discoveries are constantly 
opening up new lines of medical 
treatment which call for new space- 
consuming therapeutic apparatus. 
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Nursing standards are forever ad- 
vancing. Novel forms of record keep- 
ing are devised, and presently are 
regarded as indispensable. 


“A hospital which begins as a med- 
ical boarding house is eventually 
called upon to participate in health 
education, in the clinical training of 
medical students, in postgraduate 
medical teaching, in scientific re- 
search. A sudden windfall enables the 
hospital to add a new or larger mater- 
nity department, an orthopedic de- 
partment, a ‘tonsils clinic,’ a chil- 
drens’ health center. Pressure is 
constant, from within and without, 
and the hospital must be in a position 
to accommodate itself to every rea- 
sonable demand. An inflexible plan 
is a forerunner of trouble. 


VW HEALTH. A hospital which is 

5 not rich in health values is a 
failure. Health values do not reside 
exclusively in smooth walls, smooth 
floors, and rounded inner corners. 
They are many and varied and include 
values which tend directly to the pro- 
motion of health. Some of these are 
proper orientation of wards, the sun 
exposure of balconies, grounds or flat 
roofs accessible to patients, effective 
ventilation, quiet bedrooms for night 
nurses, advantageously placed dormi- 
tories and recreation rooms for the 
resident staff, proper sleeping quar- 
ters for other resident employees, a 
cheerful and tonic outlook, and also 
features which tend to the prevention 
of disease or the mitigation of suffer- 
ing, such as receiving wards, quiet 
rooms, isolation wards, sterilizing 
equipment of many kinds, sanitary 
construction, devices for noise pre- 
vention and restful colorings. 


41 ECONOMY in hospital con- 
6 struction includes economy in 
production and economy in use. It is a 
mistake to consider building cost 
apart from maintenance cost. Broadly 
speaking, economy in use is more 
important than economy in produc- 
tion. A metal door frame may be 
cheaper in the end than one of com- 
position, a white metal faucet may be 
cheaper than a red, a copper cornice 
cheaper than one of galvanized iron. 
Durability is not extravagance. 


“Extravagance in hospital construc- 
tion resides in mere exterior decora- 
tion; in the use of interior finish of 
costly materials which are not espe- 
cially durable or easy to care for; in 
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Net Area in Square Feet Per Bed for Various Functions in 
Acute General Hospitals 
50 bed 100 bed 150 bed 200 bed 
ADMINISTRATIVE SERVICES 
Administration 37.5 sq. ft. 26.4 sq. ff. 21.0sq. ft. 18.8 sq. ft. 
Employees’ facilities 11.6 9.4 8.8 8.3 
Central storage 23.5 22.4 22.2 21.9 
Total 72.6 58.2 52.0 49.0 
ADJUNCT SERVICES 
Pathology 10.0 7.0 5.7 5.0 
Radiology 8.0 6.0 5.7 5.5 
Basal metabolic rate, 
electrocardiography 
and physical therapy 3.2 1.8 1.3 1.3 
Pharmacy 3.7 3.8 3.7 3.2 
Total 24.9 18.6 16.4 15.0 
NURSING SERVICES 
Patient areas 174.8 175.4 173.9 174.4 
Operating suite 36.9 28.5 24.4 21.2 
Obstetrics suite 19.3 1.5 11.2 8.6 
Nursery 9.7 77 8.3 75 
Emergency 9.1 5.3 4.1 3.2 
Total 249.8 228.4 221.9 214.9 
SERVICE DEPARTMENTS 
Dietary department 46.8 33.3 28.0 25.3 
Housekeeping department 24.8 17.7 15.1 13.9 
Mechanical department 20.6 14.8 12.0 9.8 
Total 92.2 65.8 55.1 49.0 
CIRCULATION SPACE 115.4 96.3 92.1 87.7 
TOTAL AREA PER BED 555. sq. ft. 467. sq. ft. 438.sq. ft. 416. sq. ft. 








waste of space. Such extravagance 
carries with it the penalty of high 
maintenance costs. 


“Generally speaking, a concen- 
trated institution is cheapest to build 
and to operate, but extreme concen- 
tration and simplicity of design which 
disregard the diverse demands of 
varied functions ultimately defeat 
their own ends. When concentration 
and simplicity are carried too far, the 


hospital is forced either to live in a 
straight-jacket or to cast off its orig- 
inal garment and acquire a new and 
more appropriate one. 


“To spend without the assurance of 
proportionate present or future gain 
is to be extravagant. An economical 
hospital is one in which every cubic 
foot of construction gives the max-. 
imum service attainable, under the. 
given conditions.” 


ADMINISTRATIVE SERVICES 


Administration 

The administrative offices should 
be grouped in the area adjoining the 
main lobby and main entrance. Cer- 
tain sub-groupings should be con- 
sidered, so that each unit within a 
sub-group will be conveniently lo- 
cated with reference to each other 
unit in that sub-group. 


For example, the administrator’s 
office, the director of nurses’ office, 
the general business offices, the secre- 
tary’s office, and the toilet facilities 
for the administrative staff form one 
sub-group of the administrative facil- 
ities, each unit of which should be 
convenient to each other unit. 


Other sub-groups include: The 
main lobby and waiting room, the 
information desk, the cashier’s win- 
dow alcove, and the public toilets; the 
admitting office, the social service 
office; the medical record room and 
that section of the staff room intended 
for the record study; and the staff 
room, locker room, library, and con- 
ference or board room. 


ee MAIN LOBBY AND WAITING 
ROOM. The main lobby and waiting 
room should be convenient to the 
stairs, corridors, and elevators lead- 
ing to the patient areas, but access to 
these facilities by the public should 
be controlled from the information 
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desk. The lobby and waiting room 
should be provided with a drinking 
fountain, and should have adequate 
space for seating facilities. Acoustic 
treatment is recommended. 


The lobby should have direct access 
to the business office through the 
cashier’s window, and access to the 
administrator’s office under the con- 
trol of the information desk. A small 
retiring room off the main lobby is 
considered desirable, especially in 
larger hospitals, for anxious or be- 
reaved relatives. 


e e PUBLIC TOILETS. Public toilets 
for men and women should be con- 
venient to the lobby and waiting 
room, and preferably so located that 
visitors do not have to go beyond the 
information desk to reach them. Sin- 
gle toilets will be sufficient except in 
the 200-bed hospital, where it is prob- 
able that double toilets with double 
stalls will be required. Wherever 
separate facilities for men and women 
are provided, it is desirable to have 
the entrances to them some distance 
apart. 


ee PUBLIC TELEPHONE. A public 
telephone, preferably in a_ booth, 
should be provided in the lobby of 
smaller hospitals. In larger hospitals 
two booths will be required. Booths 
should be reasonably soundproof and 
have automatic lighting. 


ee ADMITTING OFFICE. The ad- 
mitting office should be in a quiet 
location convenient to the main lobby, 
and preferably adjacent to the social 
service office, if one is provided. In 
the smallest hospitals, where the same 
individual may perform both admit- 
ting and social service work, separate 
offices are not needed. In larger hos- 
pitals a separate small waiting room 
for these offices is desirable, but in 
the small hospital the main waiting 
room will serve. 


No examination facilities are re- 
quired in conjunction with the admit- 
ting room, since it is assumed that 
private patients will have been ex- 
amined by the referring physician, 
and that service and emergency pa- 
tients will have been examined in 
the out-patient department or the 
emergency room. Convenient com- 
munication with the business and 
administrative offices and the emer- 
gency room, and easy access to the 
medical record room, are required. 
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Area Distribution, Administrative Services 
50 bed 100 bed 150 bed 200 bed 
ADMINISTRATION 1,875 sq. ft. 2,635 sq. ft. 3,150 sq. ft. 3,760 sq. ft. 

Main lobby and 
waiting room 320 420 520 620 

Public toilets 90 (2) 90 (2) 90 (2) 120 (2) 

Public telephone(s) 10 (1) 10 (1) 15 (2) 15 (2) 

Admitting officer 150 150 150 150 

Social service -~ 160 200 250 

Information and 
telephone 90 100 100 130 

Administrator 160 200 200 250 

Secretary 125 125 125 125 

Business office(s) 250 440 630 780 

Personnel toilets 90 (2) 90 (2) 90 (2) 90 (2) 

Record room 200 260 320 390 

Director of nursing 140 160 260 320 

Staff lounge and 
lockers 250 250 250 300 

Library and 
conference room - 180 200 220 
Total 1,875 2,635 3,150 3,760 

EMPLOYEES' FACILITIES 580 sq. ft. 940 sq. ft. 1,320 sq. ft. 1,660 sq. ft. 

Nurses' locker room* 320 (25 L.)> 500 (50 L.) 680 (75 L.) 860 (100 L.) 
(including lockers, (1 T.) ( 2T.) ( 3T.) { 4T.) 
toilets, showers and (1 Sh.) ( 2 Sh.) ( 3 Sh.) ( 4Sh.) 
rest room) 

Male help's locker 130 (13 L.) 220 (25 L.) 320 (38 L.) 400 (50 L.) 
room (including (tT) (i: 00) (2T.1U) (3T.1U) 
lockers, toilets, (1 Sh.) ( 2 Sh.) ( 3 Sh.) ( 4 Sh.) 
showers and ‘rest room) 

Female help's locker 130 (13 L.) 220 (25 L.) 320 (38 L.) 400 (50 L.) 
room (including (:1%,) C27.) (3T.) ( 4T.) 
lockers, toilets, (1 Sh.) ( 2 Sh.) ( 3 Sh.) ( 4 Sh.) 
showers and rest room) ca me - — 

Total 940 1,320 1,660 

STORAGE 1,175 sq. ft. 2,240 sq. ft. 3,330 sq. ft. 4,390 sq. ft. 

Record storage 175 240 330 390 

Central stores¢ 1,000 2,000 3,000 4,000 

Total 1,175 2,240 3,330 4,390 

"Includes provision for special nurses. 

>L: lockers; T: toilets; Sh: showers; U: urinals 

¢Minimum. Based on 20 square feet per bed. Many authorities recommend storage areas up 
to 40 square feet per bed. 








ee SOCIAL SERVICE OFFICE. In 
hospitals of 100 or more beds a sepa- 
rate office for the social service 
workers should be required. This 
should be convenient to the admitting 
office, and reasonably accessible to 
the business and administrative of- 
fices, and medical record room. Where 
there are more than one social work- 
er, provisions for privacy in inter- 
viewing must be arranged. If an out- 
patient department is contemplated, 
the social service office should be 
readily accessible from the out-pa- 
tient waiting room. In larger hospitals 
a special office for social service in- 
terviewing may be furnished in the 
out-patient section. 


ee INFORMATION DESK AND 
TELEPHONE SWITCHBOARD. The 
information desk should be located 
so as to govern public entry to the 
hospital proper and to the administra- 
tive offices. In small hospitals the 
telephone and information desk will 
be combined, but in larger hospitals 


the telephone switchboard should be 
isolated. 


In larger hospitals (100-200 bed) 
it is highly desirable to isolate tele- 
phone and paging service and to re- 
strict the employee’s duties during the 
day at least, to these communication 
services. In medium sized hospitals, 
it is often possible to locate the 
switchboard so that it is isolated in 
the busy hours of the day but, by 
opening a wicket, may serve as the 
information desk at night. 


In hospitals where the information 
desk and switchboard are not sepa- 
rated, it is advisable to arrange them 
so as to permit two employees to 
function during visiting hours. The 
information desk should be furnished 
with the standard information equip- 
ment, including the doctors’ in-and- 
out register, the patients’ index, and 
the room register. The paging con- 
trol equipment will be adjacent to the 
switchboard. A visible (not audible) 
paging system is suggested. 
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ee ADMINISTRATOR’S OFFICE. 
The administrator’s office should be 
accessible to all other offices, but lo- 
cated so as to allow privacy. This is 
usually accomplished by having the 
approach through the secretary’s of- 
fice, which also serves as a waiting 
room. A sub-corridor connecting the 
administrator’s office with the direc- 
tor of nurses’ office and the business 
office has been found desirable, espe- 
cially in larger hospitals. 


In smaller hospitals a combination 
board room, staff conference room, 
and medical library may be arranged 
in conjunction with the administra- 
tor’s office by the use of accordion 
doors, thus enabling the total space 
to be made available for large meet- 
ings. If part of this space is used for 
a library, built-in shelves should be 
provided; if it is used for the con- 
ference room, a screen and equip- 
ment for exhibition of moving pic- 
tures should be installed. Library 
space is required if interns are to be 
trained in the hospital; and if it is 
not furnished as suggested above, it 
should be provided for in the staff 
lounge or in a record study adjacent 
to the record library. 


ee SECRETARY’S OFFICE. This 
room may be small, and preferably 
located so as to serve as an entry and 
waiting room for the administrator’s 
office. 


ee BUSINESS OFFICES. These 
should provide the general office 
space for the clerical staff and equip- 
ment, a vault for business records, 
and a safe for patients’ valuables. The 
business office should be arranged 
with a cashier’s window opening from 





UTILITY ROOM AND NURSES 
STATION FOR TYPICAL NURS- 
ING UNIT (25 PATIENTS) 


1 Nurse’s desk 

2 Chair 

3 Nurses’ charting counter, 30” high 

4 Chart rack 

5 Nurses’ call annunciator 

6 Pigeon hole form rack 

7 Bulletin board 

8 Stool 

9 Medicine sink; paper towel dispenser over 

10 Wall cabinet 

11 Medicine, narcotic and poison cabinets, 
(double locked) with inside light 

12 Work counter with cabinets below, 36” high 

13 Telephone jack 

14 Double hot plate 

15 Instrument sterilizer 

16 Sink with knee or elbow control and goose- 
neck spout, paper towel dispenser over 

17 Dressing cart 

18 Rim flushing sink 

19 Laundry tray with wringer and drainboard 

20 Non-porous shelf with rod under 

21 Soiled linen hamper 

22 Utensil sterilizer 

23 Cracked ice bin (external use) 

24 Sanitary waste receptacle 

25 Waste receptacle 

26 Duty station with buzzer 

27 Blanket warmer 
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an alcove off the main lobby, but with 
no direct entry from that area. In 
larger hospitals it may be desirable 
to furnish a small private office for 
credit consultations. A bulletin board 
should be installed in the business 
offices. In larger hospitals individual 
offices are needed for some business 
functions, but in the small hospital 
a single room may suffice. 


ee PERSONNEL TOILETS. Toilets 
for administrative personnel should be 
furnished in a convenient location on 
the main floor. In small hospitals one 
toilet may suffice, or the public toilets 
may have to serve. 


e e MEDICAL RECORD ROOM. The 
medical record room should be ac- 
cessible from the admitting office and 
the out-patient department. It may 
well adjoin and control the entrance 
to the staff locker room, and should 
have convenient access to the inactive 
record storage room, preferably by a 
spiral staircase. Space should be 
available either in the record room or 
in the staff room for staff members to 
use while completing their medical 
records. In larger hospitals it may be 
necessary to provide a pneumatic tube 
or other device to convey records to 
and from the nurses’ stations, admit- 
ting room, out-patient department, 
and emergency room. 
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ee DIRECTOR OF NURSES’ OF- 
FICE. The director of nurses should 
be provided with office space con- 
venient to the administrator’s office 
and to stairs and elevators. The office 
should be quiet and protected from 
the public. A bulletin board should 
be provided. In larger hospitals 
separate space should be provided for 
one or more assistants and a sec- 
retary. 


eeSTAFF LOUNGE, LOCKER 
ROOM, ETC. Adequate space should 
be provided for the comfort of the 
visiting staff. These facilities should 
include a sitting room and private 
cloak room, a bulletin board, lockers, 
lavatories and toilets. The doctors’ 
in-and-out register may be located 
here with a subsidiary board at the 
information desk, but if staff mem- 
bers use the main entrance it is better 
to have the main register at the in- 
formation desk. 


The location of the doctors’ parking 
space will usually determine which 
entrance is used. In order to reach 
the staff room, the doctors should 
preferably have to pass the door of 
the medical record room, an arrange- 
ment which enables the record libra- 
rian to check up on doctors who are 
lax about case records. Space for staff 
conferences is needed, and the staff 
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lounge may be utilized for this pur- 
pose unless provision has been made 
for it in the board room, library, or 
dining rooms. 


ee LIBRARY AND CONFERENCE 
ROOM. In the larger hospitals, a 
separate library and conference room 
should be provided. It is advantageous 
if this can adjoin the medical record 
room, thus serving the double purpose 
of furnishing a control for the library 
books and space for staff members to 
consult records without removing 
them from the control of the medical 
record librarian. If interns are to be 
trained at the hospital, a library is 
required. The library should have 
adequate shelving and provisions for 
unbound periodicals. 


Employees’ Facilities 


Employee locker and rest rooms 
should be convenient to the employ- 
ees entrance. It is considered desir- 
able practice not to permit employees 
or nurses to go through the building 
in street clothes, and the locker 
rooms should be so located as to ob- 
viate as far as possible the necessity 
for traversing corridors between the 
entrance used and the locker rooms. 
‘The areas assigned provide no loung- 
ing space. If “split shifts” of duty for 
nurses or employees, or both, are 
contemplated, additional provision 
should be made for such space. Facili- 
ties should be provided for easy 
chairs, lounges, card tables and other 
facilities for rest and recreation dur- 
ing “off duty” hours. 


ee NURSES’ LOCKER ROOM. In 
designating the size of the nurses’ 
locker and rest room, it is assumed 
that there will be no nurses’ home on 
the hospital grounds. If graduate 
nurses are housed, the locker room 
may be smaller than indicated. A 
separate locker room for _ special 
nurses should not be required; the 
same room may be used for both spe- 
cial and staff nurses. The locker room 
should be furnished with a bulletin 
board, individual lockers, toilets, lava- 
tories and shower bath, and have 
room for retiring couches. 


e e MALE HELP’S LOCKER ROOM. 


The sizes of the male and female > 


help’s locker room have been based 
on the assumption that the male and 
female help will be approximately 
equal in number. If it is expected that 
one or the other will predominate, 
the space assignments will have to be 
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BED PAN CLOSET, JANITOR’S 
CLOSET, BATH AND TOILETS 
FOR TYPICAL NURSING UNIT 


1 Bed pan washer and sterilizer 

2 Bed pan rac 

3 Lavatory, paper towel dispenser and soap 
dispenser over 

4 Bath tub 

5 Chair 

6 Hook strip 

7 Service sink 

8 Shelf 

9 Hook strip for brooms and mops 

10 Mop truck 

11 Nurses’ calling station 

12 Grab rail 

13 Bulletin board 

14 Corridor lamp station 

15 Waste receptacle 
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FLOOR PANTRY FOR TYPICAL 

NURSING FLOOR FOR CEN- 

TRAL TRAY SERVICE (25 TO 50 
PATIENTS) 


1 Work counter with cabinets below 

2 Sink and drainboard; paper towel dis- 
penser over 

3 Wall cabinet 

4 Refrigerator—8 cu. ft. 

5 Double hot plate 

6 Sanitary waste receptacle 

7 Soiled linen hamper 

8 Bulletin board 

9 Toaster 

10 Juicer 

11 Beverage mixer 

12 Duty station with buzzer 

13 Telephone jack 

14 Towel bar 


altered. It is probable, however, that 
the total space required will approxi- 
mate the area suggested. The male 
help’s locker room should be fur- 
nished with a bulletin board, toilets, 
urinals, lavatories, shower baths, and 
individual lockers. 


eeFEMALE HELP’S LOCKER 
ROOM. Same as male help’s locker 
room. Equipped the same as nurses’ 
locker room. 


Storage 


e e RECORD STORAGE. Space is re- 
quired for filing (or storage) of “in- 
active” medical records, preferably in 
the basement immediately beneath 
the medical record library and con- 
nected with it by a spiral staircase, 
but in any event easily accessible 
from the main record room. If this 
space is not in the basement, the 
probable weight of heavy files should 
be considered in designing the floor 
construction. The space provided 
should be free from dust, moisture, 
and overhead piping. If standard files 
are not to be used for permanent files, 
shelving may be required. 


eeCENTRAL STOREROOM. The 
amount of space indicated (approxi- 
mately 20 square feet per bed) will 
be required if proper purchasing and 
stock control methods are to be in 
effect in the hospital. It is suggested 
that this be regarded as a minimum 
to be provided, since some authorities 
in the hospital field recommend as 
much as 40 square feet per bed. 


The area suggested does not include 
space for kitchen day stores, refrig- 
erated food storage, or fuel storage. 
It does include space for bulk phar- 
macy stores, facilities for the storage 
of special type beds, large orthopedic 
equipment, extra equipment, and for 
all supplies and replacements not yet 
issued for use throughout the institu- 
tion. All stores should be protected 
against intrusion or theft. 


The stores room may be divided 
into two sections, one for “bulk” 
stores and the other an “issue” room 
with a wicket for the dispensing of 
small stores. Bins and graduated 
shelving are required, and proper 
cabinet space is needed for profes- 
sional supplies. 


Special provision must be made for 
the protection of explosive stores, 
either by a special fireproof section 
in the stores area or by a vault out- 
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side of the building. Special receiving 
facilities will be required, including 
platform scales and record space. A 
countersunk platform scale at the re- 
ceiving entrance is desirable. The 
receiving lobby should be large 
enough to accommodate bulky goods 
for inspection before acceptance. 


The storekeeper’s office (desk) 
should not only control incoming ma- 
terials, but also the entrance and exit 
of employees, unless a separate con- 
trolled entrance is provided for this 
purpose. Time clocks and employees’ 


ADJUNCT 


Pathology 

ee LABORATORY. The extent of 
the area assigned for the laboratory is 
based on the assumption that a pa- 
thologist will be available. While in 
some very small hospitals a qualified 
man may not be available, and patho- 
logical specimens may have to be sent 
elsewhere for examination, a part- 
time arrangement may be made that 
is both practical and feasible. 


If, however, no pathologist is avail- 
able, the laboratory area may be re- 
duced to approximately 200 square 
feet, but, since the larger area may 
later be required, this is not recom- 
mended. 


In the small hospital, one room for 
the bacteriological laboratory and 
another for all other laboratory ac- 
tivities will suffice, but in the larger 





LABORATORY PLAN FOR A 100 
BED ACUTE GENERAL 
HOSPITAL 


1 Desk 

2 File cabinet 

3 Microscope table, 29” high with cabinets 
and slide drawers below 

4 Cup sink with gooseneck spout 

5 Microscope 

6 Balance 

7 Acid resisting counter, 36” high 

8 Cabinets below counter 

9 Wall cabinets 

10 Book shelves 

11 Acid resisting laboratory sink, with goose- 
neck spout 

12 Air, gas, and electric outlets 

13 Hot plate 

14 Bunsen burner 

15 Acid resisting laboratory sink, with peg 
boards 

16 Laboratory autoclave 

17 Hot air sterilizer 

18 Arnold sterilizer 

19 Water bath 

20 Centrifuge 

21 Incubator 

22 Shaker 

23 Refrigerator 

24 Wheel cart for frozen section equipment 

25 Coat closet 

26 Waste receptacle 

7 Stool 

28 Chair 

29 Bulletin board 

30 Telephone jack 

31 Paraffin embedding oven 

32 Microtome 
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card rack should be located at the 
employees’ entrance. 


If no locker space is furnished in 
the wards for patients’ clothing and 
other effects, a storage room, fitted 
for proper care of these articles and 
so located as to be accessible to nurs- 
ing personnel, should be provided for 
this purpose in this area. The store- 
room should be convenient to eleva- 
tors and to the entrance for the re- 
ceipt of materials. Toilet facilities at 
or near the delivery entrance for use 
by grounds workers and truck drivers 
are a convenience. 


SERVICES 


hospital separate areas may be as- 
signed for pathology, serology, bac- 
teriology, chemistry, hematology, urin- 
alysis, etc. 


In larger hospitals an office for the 


‘pathologist and perhaps a secretary 


may be indicated. A small room may 
be provided for out-patients coming 
to the laboratory, unless specimens 
are taken in the out-patient treat- 


ment rooms or in a small out-patient 
department laboratory designed for 
routine procedures. This room might 
also serve as a bleeding room if the 
hospital contemplates installing a 
blood bank. It is advisable to consult 
the pathologist as to rooms required 
and layout, especially for the larger 
hospitals. 


The laboratory should be on a lower 
floor and so located as to be accessible 
to members of the medical staff and 
to out-patients who may be sent to 
the laboratory for specific procedures. 
Birch or maple top tables treated with 
acid-proof finish, cold and hot water 
taps, compressed air, vacuum, gas and 
electric outlets, and acid proof labora- 
tory sinks should be provided in the 
laboratory. 


Duriron or other acid-resisting pip- 
ing should be considered for waste 
lines. Sterilizing facilities will be re- 
quired. Special glassware washing 
facilities and wall peg-boards should 
be supplied. A standard mechanically 
ventilated chemical hood and a water 
still should be installed. 
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If a frozen-section laboratory is 
not provided in the operating room 
suite, space for the storage of a 
mobile truck with freezing micro- 
tome, shelf for microscope, and stain- 
ing materials should be provided in 
the laboratory. Sufficient cabinet 
space for supplies and for a museum 
and refrigeration facilities should be 
provided. Separate animal quarters, 
preferably located in another building 
not too far distant, may be required 
in larger hospitals. If these are in- 
stalled, cages may be either built-in 
or portable, and special provisions 
for feeding and sanitation should be 
provided. 


e e MORGUE. The morgue and au- 
topsy room should be convenient to 
the elevator, with an isolated exit to 
the service yard for the use of under- 
takers. Adequate ventilation should 
be supplied, an exhaust type window 
fan of sufficient capacity usually be- 
ing acceptable. 


The room should be equipped with 
a floor drain, clinic sink, lavatory, and 
hot and cold water supply. Space will 
be required for an instrument case, 
instrument sterilizer, work table, and 
autopsy table. Shelves should be pro- 
vided for specimens. The floor should 
be of water resistant material, pre- 
ferably tile, and the walls tiled to a 
height of 5’ 6”. 
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MORGUE AND AUTOPSY ROOM 
FOR A 50 BED GENERAL 
HOSPITAL 


1 Two body mortuary refrigerator 
2 Waste receptacle 

3 Combination instrument and scrub-up sink 
4 Instrument sterilizer 

5 Shelves (3) 

6 Cabinet below counter 

7 X-ray view box 

8 Counter open below 

9 Floor drain 

10 Autopsy table with sink 

11 Mayo instrument table 

12 Scales on table 

13 Foot stool 

14 Kick bucket 

15 Light 

16 Hook strip 

17 Cabinets for specimens 

18 Table 

19 Water supply with aspirator attachment 
20 Ventilator fan 

21 Telephone jack 
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50 bed 


ADJUNCT SERVICES 


100 bed 150 bed 200 bed 





PATHOLOGY 


500 sq. ft. 


700 sq. ft. 850 sq. ft. 1,000 sq. ft. 





Laboratory 250 
Morgue (includes 

mortuary refrig- 

erators) 250 


Total 


400 525 650 


300 325 350 


850 1,000 





RADIOLOGY 


850 1,100 





BASAL METABOLIC RATE, 
ELECTROCARDIOGRAPHY 
AND PHYSICAL THERAPY 





PHARMACY 
(Bulk pharmacy stores 
space included in 
central stores area) 





Pharmacy 
Solution room 
Manufacturing 


Total 





260 
120 
175 


555 








In all but the smallest hospitals, a 
refrigerated compartment for bodies, 
containing from two to six crypts, de- 
pending on the size of the hospital, 
should be installed. In the small hos- 
pital, these crypts may be semi- 
portable with individual refrigeration 
units; in larger hospitals they may be 
cooled from a local or from the cen- 
tral refrigerating system. 


Radiology 

The department of radiology should 
be so located as to be conveniently 
accessible to the in-patient areas, as 
close as possible to the emergency 
room, and to the out-patient clinics if 
these are in the hospital. The location 
should be such as to permit adequate 
natural ventilation and freedom from 
dampness. A first-floor location is sug- 
gested to minimize traffic. 


Detailed requirements of the de- 
partment should be governed by the 
advice of the radiologist, since these 
requirements may vary widely, de- 
pending on the types of services con- 
templated. 


In the small hospital, minimal pro- 
visions will include a space of not less 
than 200 square feet for both radi- 
ography and fiuoroscopy, with provi- 
sions for complete darkening; a con- 
trol booth; a dark room of not less 
than 35 square feet, with adequate 
provisions for lightproofing, and pre- 
ferably with light-trap entrance and 
mechanical ventilation; special film 
storage space conforming to the re- 
quirements of the National Board of 
Fire Underwriters; a dressing room 


connecting with both waiting area 
and treatment rooms; a lavatory and 
toilet; space for desk, files, and view- 
ing boxes; and storage space for port- 
able equipment and supplies. 


In larger hospitals this may be ex- 
tended to include a separate radio- 
graphic room or rooms, fluoroscopic 
room, therapy room, viewing room, 
office, waiting room, etc. A special 
electrical current source for radiology 
should be arranged with separate 
power line to prevent current fluctua- 
tion. Provision should be maiie for 
adequate grounding. 


The dark room should be equipped 
with developing tank, film storage 
box, work counter, lavatory, film 
dryer, red and white lamps, self- 
closing and fire resistant waste re- 
ceptacle, and, if possible, a refriger- 
ated water supply. Where more than 
one radiographic room is provided, 
the dark room should be so located 
that light-proof pass boxes may be 
installed to both rooms. In larger hos- 
pitals a small dark room may be pro- 
vided in the operating suite areas. 
Where a cystoscopic room is provided, 
it is advisable to place it in the op- 
erating suite area rather than adja- 
cent to radiology, using a portable 
x-ray apparatus. Adequate lead or 
other acceptable x-ray protection 
must be installed where indicated. 


Basal Metabolic Rate, 
Electrocardiography, 
Physical Therapy 


The area assigned for these services 
is based on the assumption that a 
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single room for basal metabolism will 
be required, which may also be used 
for electro-cardiography, and that a 
minimal amount of physical therapy 
equipment will be available for use 
either in the space provided for basal 
metabolism or at the patient’s bedside. 


Developing will be done in the x- 
ray dark room. No provision has been 
made for the type of physical therapy 
equipment installation that would un- 
doubtedly be required if a competent 
physician physiotherapist were avail- 
able on the staff. If local conditions 
indicate that a more extended tse of 
physical therapy equipment is de- 
sirable, additional area will undoubt- 
edly be required, involving provision 
for any or all of the following: 
Massage and therapeutic exercises, 
ultraviolet radiation, thermotherapy, 
diathermy, sinusoidal current, and 
whirlpool bath and other hydro- 
therapy equipment. 


In a department with all these fa- 
cilities, a separate office and waiting 
and dressing rooms would be re- 
quired. Such a department would 
require at least 600 square feet of 
floor space. Since a great part of the 
work in such a department would be 


with out-patients, it should be con- 
veniently accessible to the out-patient 
department, but also accessible to in- 
patients. 


The room for basal metabolism 
should be in a quiet location, and, ex- 
cept for the basal metabolism equip- 
ment, similar to a private patient 
room. Since these determinations will 
probably be made by a laboratory 
technician, the room should be reason- 
ably convenient to the laboratory. 


Pharmacy 


The area suggested for the activi- 
ties of the pharmacy does not include 
space for bulk storage of pharmaceu- 
tical supplies, these being provided 
for in the area allotted to general 
stores. Provision should be made in 
the stores area for the safe keeping 
of bulk alcohol, for a drum hoist, car- 
boy inclinators, and adequate shelf 
space. 


e e PHARMACY. In the small hos- 
pital nothing more than a dispensing 
pharmacy will be required. It should 
be convenient to the out-patient de- 
partment, if any, and accessible to 
the elevators for service to the vari- 
ous nursing stations. It should be 
































Fononsonsinpessasiainnlpsinaonensaipesisbceinpeismsnon a Se eee 
a | sasaas | pee z: cy eae + — ae aa 
— [ 20° ! L 
i se D8 saeaceats - 
2 
O FE LI we... 
ms 
1 | senesnanee 


1° 
{a 








GRAPHIC SCALE 
or2zt 3 & StF 
el 





| seat <4 
DAESSING 
bs 3 














WAITING \ OFFICE se 


\ VIEWING 
by: 


Wy y/ 





cOoOR AIL OO B 


RADIOGRAPHIC SUITE 


1 Combination radiographic and fluoroscopic 
unit 

2 Cassette changer 

3 Control unit 

4 Leaded glass view window 

5 Lead lining, size and extent varies 

6 Lead lined door 

7 Barium sink 

8 Medicine cabinet 

9 Light proof shade 

10 Low cabinet for supplies and equipment 

11 Chair 

12 Storage cabinet 

13 Cassette pass box 

14 Film loading counter, cabinets below 

15 Film storage bin 

16 Film hanger racks 

17 Safe light 

18 Ceiling light, white and red 

19 Two door film dryer 
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20 Film dryer exhaust 
21 Developing tank 

22 Timer 

23 View box 

24 Sink 

25 Towel bar 

26 Stereoscope on cabinet with knee space 
27 Stool 

28 Mobile mutiple view box 

29 Desk 

30 View box 

31 Letter file cabinet 

32 Film file cabinet, 21”x26” 

33 Foot stool 

34 Waste receptacle 

35 Telephone jack 

36 Costumer 

37 Fluoroscopic ceiling light 

38 Hook strip 

39 Mirror 
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PHARMACY FOR A 50 BED 
HOSPITAL 


1 Refrigerator 

2 Drug cabinet 

3 Prescription file case 
4 Desk 

5 Chair 

6 Cabinets under drainboard 
7 Drainboard 

8 Draining pegs 

9 Acid proof sink 

10 Graduate racks 

11 Prescription counter 
12 Table 

13 — door 

14 She. 

15 par’ shelf 

16 Two element hot plate 
17 Narcotics safe 

18 Gas outlet 

19 Stool 

20 Sanitary waste receptacle 
21 Telephone jack 

22 Waste receptacle 





equipped with proper shelving, draw- 
ers, work tables, drug cabinets, acid- 
proof sink with drain board and drain 
rack, and locked alcohol storage 
space. 


Space will be required for a refrig- 
erator and a safe for narcotics. The 
prescription section should conform to 
the equipment specifications of the 
National Association of Boards of 
Pharmacy. A_ dispensing window 
should provide the only access for 
the public. If the hospital is extremely 
small, and has little or no out-patient 
department, a dispensing pharmacy 
may not be required, and a mere drug 
room may be sufficient. In some cases 
even a-drug room may sometimes 
be eliminated and this function as- 
sumed by the central supply service. 


ee SOLUTION ROOM. In hospitals 
of 100 or more beds a separate area 
for the preparation of solutions may 
be considered desirable. Certainly in 
a hospital of 200 beds, the preparation 
of solutions is generally conceded to 
be indicated. This function is some- 
times assumed by the nursing depart- 
ment, but, since a pharmacist is con- 
sidered to be required in hospitals of 
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this size, it seems desirable to assign 
this activity to the pharmacy. 


The solution room should be 
equipped with a work counter, stor- 
age cabinets, shelves, and a sink with 
drain board and drain rack. Space 
should be furnished for solution 
tanks, filters and distilling apparatus. 
The solution sterilization may be done 
here, but preferably it should be done 
in the central sterilization and supply 
section. 


If the processing of blood plasma is 
contemplated in the hospital, con- 
sideration should be given to combin- 
ing the processing laboratory with the 
solution room. This is particularly 
true where equipment such as the 
Fenwall system is used for both blood 
bank and solutions. 


e e MANUFACTURING. Determina- 
tion of the extent to which manufac- 
turing will be done in larger hospitals 


NURSING 


Patient Areas 


The area suggested for patient ac- 
commodations is intended to include 
all space in the nursing units except 
circulation space. Patient accommoda- 
tions will be divided into “nursing 
units,’ each unit having its own 
auxiliary facilities for the service of 
patients in that area. 


Nursing units will normally consist 
of approximately 25 beds if mixed 
(private, semi-private and ward), of 
approximately 30 beds if all ward pa- 
tients, and of approximately 20 beds 
if all private room patients. In small 
hospitals there should be private, 
semi-private and ward accommoda- 
tions in each nursing unit in order to 
facilitate nursing service. This makes 
it more nearly possible to group pa- 
tients on a basis of their medical or 
surgical conditions. 


In alloting private and ward beds, 
unless there is a definite local reason 
for not doing so, it is well to adhere 
to the customary relationship of about 
1%, of the beds in private rooms, 
14 of the beds in semi-private (2-bed) 
rooms, and 4 of the beds in 4-bed 
wards." 

It is not considered feasible to have 


‘During the present (1943) emergency, 
The Federal Works Agency and the War 
Production Board have specified a maxi- 
mum of 25 per cent private room beds 
and a total maximum of 50 per cent of 
both private and semi-private room beds, 
for federally-financed construction. 
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is a question of policy, and the extent 
to which provisions for this activity 
are furnished will be subject to the 
decision of the governing agency of 
the hospital. 


Space is assigned for manufactur- 
ing, including the preparation of large 
quantities of solutions, such as mouth 
washes, rubbing alcohol and liquid 
soap, and for facilities such as oint- 
ment mills, tablet machines, equip- 
ment for filling collapsible tubes and 
ampules, extracting and filtering. A 
water-resistant floor with drain, and 
adequate shelving and work space are 
required in this area. 

The manufacturing room should 
preferably be located in the basement, 
directly under the pharmacy. A 
dumb-waiter should connect it to the 
pharmacy, and there should be means 
of direct access to the pharmacy and 
to the bulk pharmacy stores. 


SERVICES 


wards of more than 4 beds in hos- 
pitals of from 50 to 200 beds, due to 
the impracticability of proper seg- 
regation of age, sex, race, and medical 
or surgical conditions in wards of 
larger size. Each nursing unit will 
contain patient accommodations (in- 
cluded in the “bed area’) and those 


auxiliary nursing facilities required 
for proper operation. 


The auxiliary facilities required in 
each nursing unit include the nurse’s 
station, a solarium, two toilets, a bath, 
a bedpan room, a utility room, a linen 
closet and a supply closet. Isolation 
facilities should be furnished for each 
unit, but should be so arranged so as 
to be available for other patients 
when not needed for isolation. 


In addition to the facilities needed 
for each nursing unit, certain other 
facilities will be required on each 
floor to serve the nursing units on 
that floor. These will include a visi- 
tors’ room, a floor pantry, a stretcher 
closet, a janitors’ closet, and, in larger 
hospitals, a treatment room. A special 
nurses’ lounge room may be con- 
sidered if the type of patients ex- 
pected will warrant extensive use of 
private duty nurses. 


The areas required for these aux- 
iliary facilities are not included in the 
“bed area” space allotment, but are 
provided for separately. Those des- 
ignated for the nursing units, how- 
ever, must be so located within each 
nursing unit as to require minimum 
travel to serve patients, and those 
designated for floors must be centrally 
located on each floor. 


As far as practicable, patient ac- 
commodations in the various units 
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NURSING SERVICES 


100 bed 150 bed 200 bed 





PATIENT AREAS 
(Nursing units)* 
(2 nursing 
units) 


8,740 sq. ft. 


17,540 sq. ft. 
(4 nursing 
units) 


26,090 sq. ft. 
(6 nursing 
units) 


34,890 sq. ft. 
(8 nursing 
units) 





Bed area (includes 
room clothes lockers, 
and private room 
toilets and baths) 6,400 (50) 
Treatment room _ 
Solaria 800 (2) 
Visitors 130 (1) 
Nurses’ stations 300 (2) 
Toilets, baths, 
bedpans 320 (4 T.) 
(2 B.) 
(2 BP) 
Utility rooms 290 (2) 
Floor pantries 
(central tray 
service used) 
Closets (stretcher, 
linen, supply, 
janitor). 260 


240 (2) 


Total 8,740 


17,540 


19,200 (150) 
360 (2) 

2,400 (6) 
260 (2) 
900 (6) 


12,800 (100) 
180 (1) 

1,600 (4) 
260 (2) 
600 (4) 


25,600 (200) 
540 (3) 


1,200 (8) 


640 (8 T.) 960 (12 T.) 1,280 (16 T.) 
(4 B.) ( 6B.) ( 8B.) 
(4 BP) ( 6 BP) ( 8 BP) 
580 (4) 870 (6) 1,160 (8) 


360 (3) 360 (3) 480 (4) 


520 780 1,040 


26,090 34,890 





in larger hospitals a treatment room. 





"Each nursing unit to comprise approximately 25 patient beds, distributed about ¥% private 
room beds, Y, semi-private room beds, and V3 ward beds. Each nursing unit to contain a 
nurses station (150 sq. ft.); a solarium (400 sq. ft.); 2 toilets, a bath and a bed pan room 
(160 sq. ft.); a utility room (145 sq. ft.); a linen closet and a supply closet. 

In addition to the facilities furnished in each nursing unit, each floor will have a visitor’s 
room (130 sq. ft.); a floor pantry (120 sq. ft.); a stretcher closet; a janitor’s closet; and 








HOSPITALS 





should be oriented for sun, ventila- 
tion and quiet, and the service facili- 
ties relegated to less desirable loca- 
tions. In multistory buildings it is of 
major importance that service facili- 
ties requiring plumbing or venting, 
be so arranged that they are over 
each other on successive floors so that 
ducts, piping and stacks may be held 
to a minimum. 


The patient area for maternity pa- 
tients is included in the “bed area,” 
but the nursery and delivery suite are 
not. These three areas should be con- 
sidered in conjunction with each 
other, however, since it is recom- 
mended practice that the entire ob- 
stetrical department (including ac- 
commodations for the new-born) be 
isolated in so far as possible from the 
rest of the hospital. 


Maternity service facilities should 
be planned in a “dead end” area, and 
so located that future building ex- 
pansions will not make them a traffic 
thoroughfare. In very large hospitals, 
it is considered advisable to house 
this department in'a separate build- 
ing, but in the hospitals under dis- 
cussion a strict segregation can be 
arranged by the use of a floor or wing 
with separate facilities, equipment 
and supplies. 


The accommodations (private, semi- 
private or ward) will be the same for 
obstetrical patients as for other types 
of patients except that there may be 
increased provision for toilets and 
showers. In considering the nursery 
and delivery room suite in their re- 
lationship to each other, they should 
be as far removed as the limits of the 
obstetrical department will permit, 
since the large number of visitors to 
the view windows of the nursery 
would be a potential danger if per- 
mitted near the delivery area. Isola- 
tion facilities for about one maternity 
patient in each fifteen are imperative, 
and should be of the type discussed 
later. 


Private rooms should be furnished 
with a lavatory, and may have a 
small toilet room equipped with a de- 
vice for emptying, flushing and clean- 
ing the patient’s individual bedpan. 
A few private rooms may be equipped 
with baths. It is probable that only 
one patient in fifteen is capable of 
getting up for a bath, and the furnish- 
ing of a private bath for each room is 
hence regarded as unnecessary ex- 
travagance. In place of baths, showers 
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50 bed 


NURSING SERVICES (CONT.) 


100 bed 150 bed 200 bed 





OPERATING SUITE 1,845 sq. ft. 


2,850 sq. ft. 


3,660 sq. ft. 4,245 sq. ft. 





Major operating room(s) 
Minor operating room 
Cystoscopic room 
Scrub-up alcove* (1) 
Sub-sterilizing room(s) (1) 
Central sterilizing room 400 
Instrument room 
Utility room 
Storage closet 
Janitors’ closet 
Surgical supervisor 
Doctors’ locker room 
Nurses’ locker room 
Laboratory (frozen 

sections) 
Plaster room 
Splint closet 
Dark room (x-ray) 
Anesthetics equipment 


310 (1) 
260 


Total 


620 (2) 930 (3) 
225 225 
150 150 150 

90 (2) 100 (2) 130 (3) 
100 (1) 200 (2) 200 (2) 
520 640 750 

- 100 120 
125 125 

75 100 

20 20 

75 100 

300 350 

160 220 


1,240 (4) 
225 


50 50 
130 130 
50 60 
50 50 
110 110 


2,850 3,660 








aThree sinks minimum for each two operating rooms. 








will be substituted in the maternity 
section. In each case where a bath or 
toilet is installed, the doors should 
open out. 


If funds will permit, it is advan- 
tageous to furnish one private room 
in each nursing unit with acoustic 
treatment for use as a quiet room, 
selecting a room located away from 
traffic and the noise of utility facili- 
ties. It is desirable to have a view 
window to a quiet room from the cor- 
ridor, so that the nurse may observe 
the patient without entering the room. 
If this is installed, a draw curtain 
should be provided so that privacy 
may be secured when required. 


Private rooms (except those in- 
tended for isolation rooms) should 
be normally of such size as to ac- 
commodate two beds in emergencies, 
thus furnishing some flexibility in the 
capacity of the hospital. Since private 
rooms may be used for two beds in 
emergencies, the wall outlet for the 
nurse’s call and convenience outlets 
should be equipped for two bell-cords 
and be so located as to be convenient 
to both beds when the room is used 
for semi-private patients. 


Two clothes lockers or closets 
should be installed so they will be 
available for semi-private room use. 
The minimum floor area for any 
single-bed room should not be less 
than 100 square feet. The minimum 
floor area in any room with an addi- 
tional emergency bed should be not 
less than 80 square feet per bed. The 
suggested minimum width for any 


room intended for use as a semi- 
private room is 10’, 6”. 


Private rooms designed for use by 
infectious or communicable disease 
patients, or for patients under ob- 
servation, will require separate utility 
room facilities. If these rooms are 
arranged in pairs, a single sub-utility 
room may be designed to be used for 
both rooms. These sub-utility rooms 
should be equipped with a sink with 
drainboard and a utensil setrilizer, 
but with no other fixed equipment. 


In addition to the sub-utility facili- 
ties, each segregation or isolation 
room should have a lavatory and a 
hook strip for gowns near the cor- 
ridor door, and an individual toilet 
with bedpan flushing attachment. 
These rooms are intended for use as 
regular private rooms when not re- 
quired for isolation. It is advisable 
to locate these rooms either at the 
end of a corridor or off a sub-corridor. 


Even though it is the policy of the 
hospital not to accept psychopathic 
patients, there should be available in 
case of emergency at least one room 
in the hospital fer such patients. The 
door of this room should open out, 
should be capable of being locked 
from the outside only, and should 
have no hardware on the inside. A 
view window of heavy shatterproof 
glass should be provided in the door. 
The windows should be of detention 
type with shatterproof glass and 
panes and openings restricted to 5” 
in one direction. 


For complete safety for the occa- 
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sional violent patient, there should be 
an inner metal screen guard, either 
recessed to pull in front of the glass 
window, or portable and capable of 
being locked into the window recess. 
The room should have enclosed radia- 
tors, flush lighting fixtures with shat- 
terproof glass, no exposed piping and 
no plumbing fixtures. 

Electric switches should be located 
in the corridor, outside of the room. 
There should be an amply protected 
“night light.” Heat should be ther- 
mostatically controlled from the cor- 
ridor. Acoustic treatment for the 
room is recommended. A private toi- 
let is considered desirable. This room 
should also be available for regular 
patients when not required for psy- 
chiatric patients. 


Two-bed (semi-private) rooms 
should be provided with cubicle cur- 
tains, but otherwise should be similar 
to the private rooms, except that no 
toilets or baths will be provided. A 
lavatory will be provided near the 
door in each room, but it should be 
so situated that a person using it will 
not be struck by the opening door. 


In the small hospital it is suggested 
that wards not exceed four beds. 
Proper segregation of patients is im- 
practicable with larger wards. Wards 
may be furnished with clothes lockers 
or closets, but it is suggested that a 
clothes storage room be supplied in 
the storage area in the basement for 
ward patients’ clothing. 


A lavatory but no toilets or baths 
will be required in these small wards. 
Cubicle curtains will be required for 
each bed. It is recommended that 
these wards be designed for the Rigs 
plan of bed arrangement with all beds 
parallel to the exterior wall and win- 
dows. This obviates placing beds so 
patients are either facing windows 
constantly or facing inside walls with 
no opportunity to look out of win- 
dows. 


There will normally be no occasion 
for a pediatric ward in small hos- 
pitals, these cases being cared for in 
private or semi-private rooms. In 
larger hospitals, where the patient 
load permits, wards should be ar- 
ranged for pediatric cases. The ar- 
rangement will be similar to that in 
regular wards, except that it is neces- 
sary to have fixed cubicles and a 
minimum area of 50 square feet per 
bed may be used. 


Here a junior size toilet and an 
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elevated bath should be considered. 
Where a pediatric ward is provided, 
it is desirable that a play space be 
furnished convenient to the ward. This 
may be in a solarium, preferably with 
an adjacent sun deck. 


Throughout the patient areas effi- 
ciency of operation, economy of space, 
and the comfort of the patient are 
primary considerations. Besides the 
use of acoustic treatment in areas 
where noise is expected, structural 
methods should be used which tend 
to eliminate sound transmission 
through floors and walls. Friction 
hinges or other devices should be 
used to prevent the slamming of 
doors. 


The nurses’ call system installed 
should have a bell cord for each bed 
with a controlling light over the pa- 
tient’s door and a number on the an- 
nunciator board at the nurses’ station. 
A light should go on in the floor 
pantry, in the utility room, and in 
the special nurses’ lounge room (if 
they are provided) when a patient’s 
light is on. At each of these locations 
a buzzer should be connected to the 
same circuit, which can be switched 
off if an audible call is not needed. 


Reset of buttons should be only at 
the bedside. Lighting in patient rooms 
should be indirect. Bright ceiling 
lights should not be used. Reading 
lights and receptacles for each bed, 
and a night light which can be 
switched on from the doorway, should 
be provided. Window areas in small 
wards should not be less than 1 
square foot to every 6 square feet of 
floor area, and in larger wards not 
less than 1 square foot to every 5 
square feet of floor area. , 


In private and semi-private rooms, 
the window area should not be less 
than 1 square foot to every 8 square 
feet of floor area. If large glass areas 


are used in the patient rooms, the 
light must be controlled by continu- 
ous track curtains or venetian blinds. 
Room doors should be hung so as to 
conceal beds, and so arranged that 
doors are not opposite each other 
across corridors. 


The use of satin finish hardware to 
prevent glare is suggested. A soiled 
linen chute should be installed in a 
convenient central location. The chute 
should be large enough to take a 
soiled linen bag, since it is suggested 
that linen be counted on the floor and 
checked in the solid linen room before 
the exchange linen is dispatched from 
the central linen room for replace- 
ment. In larger hospitals, small floor 
laboratories may be furnished on each 
floor for use by interns and residents. 


ee BED AREA. The bed area allot- 
ment in the tables is intended to in- 
clude the actual room areas occupied 
by patients, whether in private, semi- 
private or ward accommodations; toi- 
lets, baths, and patients’ room locker 
or closet space when designed for the 
private use of the room occupants; 
isolation rooms and their attendant 
individual utility areas; and patient 
rooms in the emergency area (if any). 
The area allotted does not include 
circulation space or any of the facili- 
ties discussed below. 


ee TREATMENT ROOMS. Treat- 
ment rooms are suggested on each pa- 
tient floor of the larger hospitals, es- 
pecially where there is a heavy ward 
service. They should be equipped 
with instrument sterilizer, supply 
cupboard, instrument cabinet, special 
lighting equipment, liquid soap dis- 
penser, and an all-service sink with 
goose-neck spout and knee or elbow 
control. Space should be provided for 
an examination table and a waste 
container. It is preferable that the 
rooms have acoustic treatment. 
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NURSING SERVICES (CONT.) 


199 bed 150 bed 200 bed 





OBSTETRICS SUITE 965 sq. ft. 


1,145 sq. ft. 1,675 sp. ft. 1,725 sq. ft. 





Delivery room(s) 225 (1) 
Labor room(s) 180 (1) 
Scrub-up alcove*® 50 
Sterilizing 100 
Utility room 125 
Supplies 40 
Janitors’ closet 20 
Doctors’ lounge 175 
Nurses’ locker 50 
Supervisors’ office - 


Total 965 


225 (1) 450 (2) 
360 (2) 540 (3) 
50 50 
100 100 100 
125 125 125 
40 40 40 
20 20 20 
175 200 225 
50 100 125 
- 50 50 


450 (2) 
540 (3) 
50 


1,675 1,725 





“Three sinks for each alcove. 
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e @ SOLARIA. A solarium will usu- 
ally be provided at the end of each 
patient wing, and should be so ar- 
ranged as to be available for utiliza- 
tion as a ward in emergency. If in- 
tended for ward use in emergencies, 
a lavatory and nurses’ call and con- 
venience outlets should be installed. 


ee VISITORS. A visitors’ room or 
alcove for each floor is desirable, but 
it may be omitted in very small hos- 
pitals. It should be located close to 
stairs and elevators, and so arranged 
as to be under supervision from a 
nursing station. If the elevators are 
on a short corridor free from other 
traffic it may be possible to use this 
hall space as a visitors’ alcove. In 
larger hospitals where the maternity 
service is heavy, it is considered 
good practice to provide a special 
waiting room for prospective fathers. 
Waiting rooms should be provided 
with a pay telephone and acoustic 
treatment. 


e e NURSES’ STATION. A nurses’ 
station should be provided for each 
nursing unit. These may be planned 
either as alcoves off the corridor or as 
separate rooms with glazed partitions 
on the corridor side. In small hos- 
pitals where there is only one nurs- 
ing unit to a floor, these stations 
should preferably be located where 
visitor entry by stairs and elevators 
can be controlled. 


In larger hospitals where there is 
more than one nursing unit to a floor, 
the nurses’ station will be centrally 
located in the nursing unit, and a 
floor supervisors’ station will com- 
mand the visitor entry. The nurses’ 
station will have space provided for 
a chart desk and rack as well as for 
an extra desk for the use of nurses 
and interns in writing up charts. On 
private room floors using special duty 
nurses, additional desk space may be 
required. 


The station will be equipped with 
a nurses’ call annunciator board; a 
medicine cabinet with separate locked 
section for narcotics and a separate 
section for poisons; other cabinet 
space; an acid resistant sink below 
the medicine cabinet, having a goose- 
neck spout for hot and cold water, 
with knee or elbow control; bulletin 
board; toilet; and telephone, Acoustic 
treatment is desirable. In larger hos- 
pitals that are provided with pneu- 
matic tube systems, connection with 
the medical record room may be sup- 
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50 bed 


NURSING SERVICES (CONT.) 


100 bed 150 bed 200 bed 





NURSERY 
(Formula room included 
in dietary area) 


485 sq. ft. 


770 sq. ft. 1,250 sq. ft. 1,500 sq. ft. 





Nursery 


{ ) 
(240 (8B.) 


Premature nursery” 

Work-space and exam- 
ining room 

Suspect nursery® 

Suspect ante-room 


( 
125 (1) 


80 (2B.) 
40 (1) 


Total 485 


720 (24B.) 
180 ( 6B.) 
320 (2) 


540 (18B.) 
150 ( 5B.) 
320 (2) 


360 (12B.) 


200 (5B.) 
40 (1) 


240 (6B.) 
40 (1) 


1,250 1,500 





EMERGENCY 
(Emergency ward, if 
any, included in 
patient areas) 


455 sq. ft. 


610 sq. ft. 630 sq. ft. 





Emergency room 
Office and waiting 
room 
Bath 
Toilet 
Utility room 
Storage and supply 
closet 
Stretcher and wheel 
chair closet 35 


Total 455 


275 
70 
60 
20 
70 
35 

530 








*Maximum of 10 bassinets in any one nursery. 
‘Maximum of 4 bassinets in any one premature nursery. 
©Maximum of 3 bassinets in any one suspect nursery. 








plied. In larger hospitals, a dumb 
waiter to the central supply room 
may also be desirable. 


e e TOILET — BATH — BEDPAN. 
Each nursing unit will be furnished 
with centrally located toilet rooms, 
bath room, and bedpan unit. The toi- 
let rooms should be arranged with 
doors opening out, and provided with 
a nurses’ call button. Two separate 
patient toilets should be provided for 
each nursing unit. Lavatories should 
be provided in toilet rooms. Acoustic 
treatment is advantageous in toilets. 


Since separate bedpan units are to 
be supplied, facilities for disposal and 
bedpan washing should not be re- 
quired in the toilet rooms. The bed- 
pan unit should have facilities for dis- 
posal, washing and direct steriliza- 
tion of bedpans, a lavatory, and space 
for a small bedpan and urinal rack. 
A minimum of one bedpan unit 
should be provided for each nursing 
unit. The bath room should be pro- 
vided with a tub and a shower over 
the tub. One bath should be provided 
for each nursing unit. 


ee UTILITY ROOMS. It is sug- 
gested that the utility room furnished 
for each nursing unit be supplied with 
ample cupboard and counter space, 
instrument and _ utensil sterilizers, 
utensil cabinet, sink with drainboard 


and gooseneck hot and cold water 
supply with elbow control, and clin- 
ical sink. 


Space will be required for a 
crushed-ice box for non-beverage ice, 
and a hot plate. It is preferable in 
planning the utility room to provide a 
separate area for the preparation of 
medications and treatments, and an- 
other for the cleaning of nursing sup- 
plies and equipment. 


It should be noted that the utility 
room suggested is not intended for 
bedpan cleansing or sterilization, or 
for the sterilization of such supplies as 
are expected to be furnished by the 
central supply room. The utility room 
should be as centrally located in the 
nursing unit as possible. Acoustic 
treatment of this room is recom- 
mended. 


ee FLOOR PANTRIES. Since cen- 
tral tray service is suggested, the floor 
pantries will have only minimal 
equipment, and will not need to be 
equipped for setting up trays. They 
will, however, require space for a 
refrigerator of from 6 to 8 cubic feet 
capacity equipped with an ice com- 
partment for beverage ice, and with 
a hot plate and a toaster. 


Cupboard space, a work counter 
and sink with drainboard should be 
installed. The floor pantries should 


51 















have acoustic treatment. Each floor 
pantry should be located centrally on 
its floor, preferably immediately ad- 
jacent to the elevator designed to 
bring the tray carts from the kitchen, 
or in such location as will permit 
dumb-waiter or tray-veyor service 
from the main kitchen. 


Even though central tray service is 
here suggested, some hospitals, and 
especially larger ones, may prefer a 
decentralized tray service system. If 
decentralized tray service is contem- 
plated, a larger area than that sug- 
gested in the accompanying area 
tables, and additional equipment, will 
be required for floor kitchens. 


eeCLOSETS. One linen and one 
supply closet will usually be required 
for each nursing unit. One stretcher 
closet and one janitors’ closet on a 
floor will usually be sufficient. The 
stretcher closet should be arranged 
to accommodate both stretchers and 
wheel chairs, and may be merely an 
alcove off the corridor. 


A cupboard with shelving may be 
installed above the level of the 
stretchers and wheel chairs for addi- 
tional storage space. A small linen 
closet will suffice in each nursing unit 
since a central linen room is pro- 
posed, and hence the individual linen 
closets need only be large enough to 
accommodate one day’s supply of 
linen for the unit. Shelving should 
be provided in the linen closet. 


The supply closet should be fur- 
nished with necessary shelving. The 
janitors’ closet should be equipped 
with a janitors’ sump, and should 
have space and proper hangers for 
mops, brooms, etc., shelf space for 
cleaning materials, space for a dust 
box, and in addition should be large 
enough to accommodate a mop truck. 
All closets should be provided with 
lights, preferably of the automatic 
type. 


Operating Suite 

It is important that the operating 
suite be completely isolated from the 
rest of the hospital, and so located 
that there will be no traffic through 
it. Hence it should be located either 
on a separate floor or in a separate 
wing. It should have convenient ac- 
cess by elevators to all patient floors. 


ee OPERATING ROOMS. Even in 
the small hospital there should be a 
minimum of one major and one minor 
operating room. In very small hos- 
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CENTRAL STERILIZING AND SUPPLY ROOM FORA 
100 BED HOSPITAL 


1 Receiving counter, 34” high 

2 Shelf 

3 Sink and drainboard 

4 Wall cabinet 

5 Supply cart 

6 Waste receptacle 

7 Work counter, 34” high, open below 
8 Table, 3'-0"x7'-0” 

9 Work counter, 34” high, cabinets and draw- 

ers below 

10 Dressing sterilizer, 20”x36" 
11 Water still 


12 Ventilated mechanical space 
13 Pass window 

14 Telephone jack 

15 Counter, 30” high with drawers under 
16 Step ladder 

17 Sterile supply cabinets 

18 Glove dryer 

19 Dutch door 

20 Bulletin board 

21 Chair 

22 Hot air sterilizer 





pitals, it may be impossible to provide 
more than one operating room, and 
minor surgery may be performed in 
the emergency room, but otherwise at 
least two operating rooms besides 
emergency should be provided. 


As the size of the hospital increases, 
one major operating room should be 
supplied for each 50 beds in general 
hospitals, together with one minor op- 
erating room and various specialty 
operating rooms as may be required. 
For 100-bed and larger hospitals, pro- 
vision is made for cystoscopic and 
plaster rooms, but for no other spe- 
cialty services, since it is believed 
that the other operating rooms pro- 
vided will meet all requirements. 


Operating rooms should be ar- 
ranged in pairs, with scrub-up and 
sub-sterilization facilities between 
each pair. Orientation of operating 
rooms is not important, since artificial 
light will be used. Conventional win- 
dow arrangement with double glazing 
may be used, or glass blocks may be 
substituted, but glass skylights and 
large windows for north light are no 
longer recommended. 


Unless the institution is a teaching 
hospital, observation galleries will not 
be required. Air conditioning is rec- 





ommended, and equipment should be 
such as to maintain an 80° tempera- 
ture and a minimum of 55 per cent 
relative humidity with NO recircula- 
tion of air. In smaller hospitals, unit 
air conditioning may be used. The in- 
dividual operating rooms should be 
equipped with essentials only. 


There should be overhead, portable 
and emergency lights; clocks with 
sweep second-hands; and provision 
for solution warmer, suction appara- 
tus and view box, which may be com- 
bined in a single built-in wall unit. 
Space must be provided for the op- 
erating table, instrument and dressing 
tables, anesthetist’s table, anesthesia 
apparatus, basin stands, stools and 
foot stools, sponge rack, drum stand, 
and container for soiled dressings. 

Unless there is a special eye, ear, 
nose and throat room, one operating 
room should be, equipped with light- 
proof shades. Unless a special ortho- 
pedic room is furnished, either one of 
the operating rooms or the emergency 
room should be equipped with a 
plaster sink. 


In all areas where anesthetic gases 
are used, special provision must be 
made to guard against the explosion 
hazard. Spark-proof electrical equip- 
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ment, conductive flooring (such as 
cupric oxychloride cement, conductive 
asphalt tile, conductive linoleum, or 
conductive rubber) or white alloy or 
brass strip grids on 4” centers with 
terrazzo or tile flooring must be pro- 
vided. Tile floors with zinc filings in 
the cement mix have also been used. 


All equipment must be grounded. 
The electrical equipment will include 
explosion-proof switches, guarded 
light bulbs, and enclosed motors and 
rheostats (if any). All electrical out- 
lets must be at least two feet above 
the floor. All operating room areas 
should have walls tiled to a minimum 
height of 6’, and preferably to the 
ceiling. 


ee CYSTOSCOPIC ROOM. This 
room, if installed, is provided for in 
the operating suite area rather than 
near the radiology area on the as- 
sumption that portable x-ray appara- 
tus will be supplied. In these hos- 





equipped so as to be available for 
other special services, such as urology 
and proctology. 


ee SCRUB-UP. Scrub-up facilities 
should be supplied for each pair of 
operating rooms, usually in the cor- 
ridor, allowing three sinks for each 
pair of operating rooms. The sinks 
should have gooseneck or other high 
delivery hot and cold water supply 
controlled by knee or elbow valves, 
liquid soap and alcohol dispensers, 
and glass shelf. A glass view window 
between the scrub-up sink area and 
operating rooms is advantageous. A 
clock should be placed either over 
each group of sinks, or in easy view. 
Individual elapsed time fixtures over 
each sink are sometimes provided. 


e e SUB-STERILIZING ROOMS. Ad- 
junct sterilization for operating rooms 
will ordinarily be located between 
each pair of operating rooms. The 
facilities should include a small high 





lizer, utensil sterilizer, hot and cold 
sterile water supply, blanket warmer, 
instrument sink and counter space. 
The water sterilizer and pressure 
sterilizer should preferably be built 
in, with access provided. 


e e CENTRAL STERILIZING ROOM. 
The areas suggested for the operating 
suite are based on the assumption 
that a central sterilizing and supply 
service will be set up to serve the 
operating suite and the balance of the 
hospital. The area provided should 
be treated as three separate areas, 
which may or may not be physically 
divided from each other, but which 
will provide: (1) Workroom with 
table and cupboards for unsterile sup- 
plies; (2) sterilizing room with steri- 
lizers built in and a corridor access 
door for repairs; and, (3) sterile sup- 
ply room with cupboards for sterile 
supplies, including solutions. 


The work room area should have a 
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1 Counter 

2 Sink with drainboard 

3 Blanket and solution warmer 
4 Water sterilizers 

5 Pressure sterilizer, high speed 
6 View window in door 

7 View window in partition 

8 Scrub-up sink 

9 Shelf over sinks (non-porous) 
10 Clock 

11 Double soap dispenser 

12 Single soap dispenser 

13 Alcohol dispenser 

14 Instrument cabinet 

15 Sponge rack 

16 Double basin stand 

17 Instrument table . 
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OPERATING ROOMS 
18 Mayo table 
19 Operating table 
20 Operating light with general illumination 
feature 
21 Foot stool 
22 Kick bucket 
23 Single basin stand 
24 Anesthetist’s table 
25 Anesthetist’s stool 
26 Anesthesia unit 
27 Pack table 
28 Explosion proof electric outlet 
29 Surgeon’s stool 
30 Irrigation stand 
31 Emergency light 
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32 View box 

33 Aspirator 

34 Clock with interval timer 

35 Mercury light switch 

36 Rim flushing service sink 

37 Double compartment laundry tray with 
drain boards 

38 Laundry wringer 

39 Soiled linen hamper 

40 Cabinet under counter 

41 Sanitary waste receptacle 


» 42 Service sink 


43 Shelt 

44 Hook strip for brooms and mops 

45 Mop truck 

46 Counter cabinets below shelves over 
47 Paper towel dispenser 
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DELIVERY SUITE FOR 100 BED ACUTE .GENERAL HOSPITAL 


1 Soiled linen hamper 

2 Locker 

3 Bedside table 

4 Couch 

5 Chair 

6 Desk 

7 Telephone jack 

8 Waste receptacle 

9 Service sink 

10 Hook strip for brooms and mops 

11 Mop truck 

12 Shelf 

13 Duty station with buzzer 

14 Double compartment laundry tray with 
drainboards 

15 Laundry wringer 

16 Rim flushing sink with bed plan flushing 
attachment 

17 Sanitary waste receptacle 

18 Counter 

19 Cabinet under counter 

20 View box 

21 Emergency light 

22 Clock with second hand 





23 Kick bucket 

24 Instrument table 
25 Single basin stand 
26 Anesthetist’s table 
27 Anesthetist’s stool 
28 Anesthesia unit 
29 Delivery table 


30 Obstetrical light with anesthetist’s mirror 


31 Kick basin 

32 Mayo table 

33 Obstetrician’s stool 

34 Heated bassinet on table 

35 Instrument cabinets with counter 
36 Mercury switch 

37 View window 

38 Explosion proof electric outlet 
39 Aspirator 

40 Blanket and solution warmer 
41 Water sterilizers 

42 Pressure sterilizer, high speed 
43 Sink with drainboard 

44 Non-porous shelf 

45 Scrub-up sink 

46 Double soap dispenser 


47 Alcohol dispenser 

48 Clock 

49 Corridor lamp station 

50 Shelving 

51 Foot stool 

52 Bed 

53 Nurses’ calling station; duplex receptacle 

54 Indirect wall bracket light, switch con- 
trolled 

55 Wall bracket light, switch controlled 

56 Bedside cabinet with overbed tray (or over- 
bed table) 

57 Hook strip 

58 Four shelves 

59 Examination light 

60 View window in door 

61 Lavatory with knee or elbow control and 
gooseneck spout, glass shelf, soap dis- 
penser, paper towel dispenser and mirror 
over 

62 Paper towel dispenser 

63 Resuscitation apparatus 

64 Step ladder 
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facilities for drying and powdering 
gloves, and cupboards for unsterile 
supplies. It should be large enough 
to permit assembly of trays, and may 
have space for bandage rolling and 
gauze cutting. The sterilizing area 
should be equipped with at least two 
(in larger hospitals, three) sterilizers 
of suitable different sizes fitted with 
self recording thermometers at the 
discharge line or point of lowest tem- 
perature; water still; and hot or cold 
water sterilizers. 


It is important that provision be 
made for the storage of sterile and 
unsterile supplies in separate areas. 
The central sterilizing room will serve 
for the manufacture and preparation 
of supplies (except drugs and pa- 
renteral solutions), for the stock- 
ing of such items for use in surgery 
and in the nursing areas as are re- 
quired quickly but are not in con- 
stant use, and for the sterilization of 
supplies for the entire hospital with 
the exception of those materials steri- 
lized in the delivery suite. 


Since this is the central supply 
service, it should be located at the 
end of the operating suite adjacent to 
the entrance, and so situated that 
there may be access from within the 
operating suite corridor, and an ac- 
cess from the floor corridor outside 
the operating suite for the transfer of 
supplies to and from other hospital 
departments. 


In larger hospitals, a dumb-waiter 
for this function will be desirable. 
Where the operating suite occupies a 
complete separate floor, a dumb- 
waiter service to other floors is almost 
imperative to obviate traffic to the 
operating floor. House dial telephone 
service with direct connection to all 
nursing stations is desirable, though 
the lines may run through the switch- 
board. 


Forced exhaust ventilation should 
be supplied in the sterilizing room. 
At least one bulletin board should be 
installed. Since this is designed as a 
central supply service, provision must 
be made for storage of dressing carts, 
sets and trays required throughout 
the hospital and for the storage of 
ALL materials that are not in con- 
stant use on the wards. Space must 
also be furnished for the handling 
and filing of requisitions. Provision 
should be made for the storage of a 
small stock of sundries for replace- 
ment purposes. 
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ee INSTRUMENT ROOM. In the 
smaller hospitals no instrument room 
will be required; cabinets in the cor- 
ridor or in the central supply room 
will serve. In hospitals of 150 or more 
beds a special instrument room will 
be found desirable. It should be fitted 
with locked metal instrument cases 
with glass doors and glass shelves. 


ee UTILITY ROOM. One clean-up 
room for the area is sufficient with 
the other facilities that are provided. 
This utility room should be located 
close to all operating rooms, and fur- 
nished with a clinical sink, work 
counter, a small cabinet below counter 
for storage of cleaning materials, 
soaking sink and wringer, rubber 
sheet rack, and bulletin board. 


e e STORAGE CLOSET. This stor- 
age closet is intended for extra op- 
erating room equipment and attach- 
ments. Shelving should be provided 
with the lowest shelf not less than 
four feet above the floor. This per- 
mits heavy equipment to be stored 
below the shelving. 


e e JANITORS’ CLOSET. Whether or 
not there is a janitors’ closet else- 
where on the floor, a janitors’ closet 
should be furnished in the operating 
suite area. This should be provided 
with a janitors’ sump and have space 
for a small mop truck. 


e e SURGICAL SUPERVISOR. In the 
small hospital, desk space in the cen- 
tral supply room will be set aside for 
the surgical supervisor. In the larger 
hospitals, a separate office will be re- 
quired. This office should be so placed 
as to control the department, and 
should preferably have a glass parti- 
tion on the corridor side. A bulletin 
board will be supplied in this office. 
A drug cabinet for emergency drugs, 
local anesthetics, etc., should be in- 
stalled. In larger hospitals, additional 
space may be provided for a medical 
stenographer to whom surgeons may 
dictate surgical notes. 


e e DOCTORS’ LOCKER ROOM. The 
doctors’ locker room should be so sit- 
uated that doctors may enter the 
locker room from outside the surgical 
suite, and may enter the surgical suite 
directly from the locker room. It 
should be large enough for tables and 
chairs, and should be furnished with 
shower, toilet and lavatory facilities, 
and individual lockers. A _ bulletin 
board should be provided. A small 
space may be provided for writing or 


dictating records by dictaphone if the 
staff members so desire. 


e e NURSES’ LOCKER ROOM. The 
nurses’ locker room may be within 
the surgical suite, since the nurses 
will not be in street clothes when they 
arrive. It should have lockers and 
shower, toilet and lavatory facilities 
in the small hospital, and may have 
space for a table, couch and chairs in 
the larger hospitals. A bulletin board 
will also be installed here. 


e e LABORATORY. In hospitals of 
100 or more beds, a small space 
should be supplied for frozen section 
examination. The space may have 
fixed equipment, or a portable truck 
with necessary equipment may be 
brought from the main laboratory. In 
addition to equipment for frozen sec- 
tions, a small sink and work counter 
may be provided. 


e e PLASTER ROOM. A small plaster 
room is suggested in the operating 
room suite for hospitals of 100 or 
more beds. It should be equipped 
with a sink with plaster trap. If de- 
sired, this may be in the emergency 
area, but it is suggested that it be 
provided for in the surgical area. 


ee SPLINT CLOSET. The splint 
closet should adjoin the plaster room, 
whether in this area or in the emer- 
gency unit. 


ee DARK ROOM. This dark room 
is furnished for spot development of 
films, and should preferably be 
equipped with a small complete de- 
veloping tank unit, film storage box, 
light-proofing, water supply with re- 
frigerating unit, sink, etc., sufficient 
for the service for which is intended. 


ee ANESTHETICS EQUIPMENT 
ROOM. A special fireproof room 
should be furnished for the storage of 
ether, anesthetic gases, and anesthesia 
equipment. This room should be con- 
venient to the operating rooms, but 
should open upon the corridor. This 
room must be furnished with outside 
ventilation, either natural or artificial. 


e e CORRIDOR. A special blackboard 
for scheduling operations should be 
installed in the corridor, in addition 
to a standard bulletin board. 


Obstetrics Suite 


Under the heading of patient areas, 
the recommendation was made that 
maternity patients, the new-born 
nursery and the delivery suite be 
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segregated from other services in the 
hospital. 

ee DELIVERY ROOMS. Delivery 
reoms should be provided in the ap- 
proximate ratio of one delivery room 
for each 20 maternity beds. These 
will be essentially similar to operat- 
ing rooms in design, including pro- 
tection against explosion hazard, and 
will be provided with instrument 
cabinets; special clock; suction ap- 
paratus; and ceiling, portable and 
emergency lights. In addition to 
space for regular operating room 
equipment, delivery rooms should 
have space for a heated crib and 
oxygen resuscitation apparatus. In 
larger hospitals, one of the delivery 
rooms should be equipped for com- 
plete operative procedures. 


ee LABOR ROOMS: Labor rooms 
should be provided in the approxi- 
mate ratio of one labor room for 
every ten maternity beds, These 
should be adjacent to delivery rooms. 
They will be of the general type of 
ordinary private rooms, except that 
they should be soundproofed, and will 
require special portable lighting 
equipment and a special clock with a 
second timer. Since these rooms oc- 
casionally may have to serve as emer- 
gency delivery rooms, they should 
have an area of not less than 180 
square feet. 


ee SCRUB-UP. Scrub-up facilities 
between pairs of delivery rooms will 
be similar to those furnished in the 
operating suite. View windows to the 
delivery rooms are necessary. 


e e STERILIZING. Sterilizing facili- 
ties must be furnished in the delivery 
suite, even though this section will be 
supplied from the central supply 
room. The area suggested is intended 
for a sub-sterilizing room for the ob- 
stetrics suite, which should be adja- 
cent to the delivery rooms. Provision 
should be made in the sterilizing room 
for water sterilizer, small high-pres- 
sure, fast-time instrument sterilizer, 
utensil sterilizer, blanket warmer, 
work counter, and sink. 
eeUTILITY ROOM. The utility 
room should be similar to the utility 
room in the operating suite. 

e e SUPPLY CLOSET. The area sug- 
gested is for materials not stored in 
the cupboards in the utility and steri- 
lizing rooms. Shelving should be fur- 
nished in the supply closet. 

ee JANITORS’ CLOSET. Whether 
or not there is a janitors’ closet else- 
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where on the floor, a separate janitors 
closet should be furnished in the ob- 
stetrics suite area. This should be 
similar to the janitors’ closet supplied 
in the operating suite. 


e e DOCTORS’ LOUNGE. The doc- 
tors’ lounge should follow the general 
design of the lounge in the operating 
suite, with provision for entering the 
lounge from outside the delivery 
suite area. A cubicled area should be 
furnished in the doctors’ lounge for 
the installation of a cot. 


e e NURSES’ LOCKER. The nurses’ 
locker room in the obstetrics suite 
should be similar to that planned for 
the operating suite. 


ee SUPERVISORS’ OFFICE. In 
larger hospitals, a small office should 
be furnished for the obstetrical super- 
visor. This may be an alcove off the 
corridor. In small hospitals, desk 
space only is required. A drug cabinet 
should be furnished as in the operat- 
ing suite. 


Nursery 


The nursery area should be located 
in the maternity section, but removed 
as far as possible from the delivery 
suite. It should be readily reached by 
visitors arriving on elevators to view 
the infants through the nursery view 








windows, without the necessity of 
their passing through corridors offi 
which patient rooms are located. 


eeNURSERY. The nurseries for 
normal new-born infants should be 
designed to accommodate a number of 
bassinets approximately equal to 
eighty per cent of the number of 
beds for maternity patients in the 
hospital. A minimum of 30 square 
feet of floor space and 270 cubic feet 
of space should be provided for each 
bassinet. 


It is suggested by the Childrens’ 
Bureau of the U. S. Department of 
Labor that the normal new-born 
nurseries be limited to a maximum 
of eight infants each. The figure is 
based on the number of normal in- 
fants that can be adequately cared 
for by one nurse. This figure should 
not ordinarily be exceeded, but, if 
conditions demand, it may be in- 
creased to ten. The latter figure, how- 
ever, should be considered an abso- 
lute maximum. The nursery should 
be provided with a viewing window 
from the corridor, or preferably with 
a viewing window from a sub-cor- 
ridor opening off the main corridor, 
and so arranged that visitors viewing 
the infants will not obstruct traffic. 


There should be no uncontrolled 
direct entrance to the nursery from 
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1 Patient’s locker 

2 Bedside cabinet with overbed (or overbed 
table) 

3 Bed 

4 Straight chair 

5 Nurses’ calling station; duplex receptacle; 
optional radio, telephone jack and pilot 
light 

6 Sliding window curtain 

7 Waste receptacle 

8 Lavatory with knee or elbow control and 
gooseneck spout, glass shelf, soap dis- 
pensary, paper towel dispensary and mir- 


ror over 
9 Wall bracket light, switch controlled 


10 Wall bracket bed lamp, pull chain con- 
trolled, 5’ 6” high 

11 Corridor lamp station 

12 Night light, switch controlled 

13 Paper towel cabinet 

14 Utensil sterilizer, 20"”x20"x24” 

15 Sink and drainboard 

16 Soiled linen hamper 

17 Nurses’call 

18 Grab rail 

19 W. C. with bed pan flushing attachment 

20 Hook stri 

21 Door with view window and lock 

22 Duty station with buzzer 


HOSPITALS 








WeNIAAAWNHM 














AMBULANCE 


OAIVEWAY 





SS5‘6* 













































&eos 


. r, 





OFrFice & 
WAITING 


THIS MOOM MAY NOT 





OBSERVATION 
ALWAYS BE REQUIRED 


Nors: 














GRAPHIC SCALE 
o12d> + SFT. 
be eel 


1 Operating or examination table 
2 Foot stool 
3 Portable emergency light 
4 Mayo table 
5 Surgeon’s stool 
6 Kick bucket 
7 Anesthesia unit 
8 Resuscitator 
9 Instrument table 
10 Single basin stand 
11 Counter with cabinets above and below 
12 Medicine and narcotic cabinets (double 
locked), with inside light 
13 Instrument sterilizer . 
14 Combination instrument and scrub sink, 
with shelf over 
15 Soap dispenser 
16 Alcohol dispenser 
17 Pressure sterilizer 
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18 Waste receptacle 

19 Mercury switch 

20 Clock 

21 Explosion proof electric outlet 

22 Duty station with buzzer 

23 Soiled linen hamper : 

24 Rim flushing sink with bed pan flushing 
attachment 

25 Curtain 

26 Lavatory with knee or elbow control and 
gooseneck spout, ae shelf, soap dis- 
penser, paper towel dispenser and mirror 
over 

27 Towel bar 

28 Raised tub 

29 Chair 

30 Hook stri, 

31 Pay telephone 

32 File cabinet 
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33 Desk 

34 Phone jack 

35 Stretcher 

36 Wheel chair 

37 Patient’s locker 

38 Bedside cabinet with overbed tray (or over- 
bed table) 

39 Nurses’ calling station; duplex receptacle; 

ilot light 3 

40 Wall bracket bed lamp, pull chain con- 
trolled, 5’ 6” high 

41 Bed 

42 Wall bracket light, switch controlled 

43 Partition glazed with obscure glass 

44 Cubicle curtain 

45 Sliding window curtain 

46 Night light 

47 Corridor lamp station 





the corridor that would be available 
to visitors or to the staff. Individual 
cubicles and facilities and supplies for 
individual technique should be pro- 
vided. Air conditioning for the nurs- 
eries is recommended, permitting a 
78° temperature and a relative hu- 
midity of from 50 to 55 per cent. 
Acoustical treatment is required in 
the nurseries. Each nursery should 
be provided with lavatory facilities. 
Sterilizing lamps may be considered, 
especially in nursery air supply ducts 
of the air conditioning system. 


ee PREMATURE NURSERY. The 
facilities for premature infants should 
be designed to accommodate a num- 
ber of bassinets approximately equal 
to twenty per cent of the number of 
beds supplied for maternity patients 
in the hospital. The same space per 
bassinet will be required as in the 
normal nurseries. Facilities for the 
care of a minimum of two premature 
infants must be supplied even in the 
smallest hospital. In hospitals having 
ten or less maternity beds, a separate 
premature nursery will not be re- 
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quired; incubators placed in the nor- 
mal nursery will suffice. 

Separate nurseries for premature 
infants should be limited to a maxi- 
mum of four prematures in any one 
nursery. This represents the number 
of prematures that can be adequately 
cared for by one nurse. Individual 
heated bassinets or incubators with 
temperature and humidity control 
should be furnished, hence air con- 
ditioning will not be required in the 
premature nurseries. Otherwise the 
premature nurseries will be similar to 
the normal nurseries. 


e e WORK-SPACE AND EXAMINA- 
TION ROOM. Each nursery should 
connect with an ante-room that serves 
as work space, nurses’ station, and 
examination room. Where there is 
more than one nursery for normal or 
premature infants, the nurseries 
should be so arranged that one ante- 
room serves two nurseries. The ante- 
room should be designed with three 
areas, one for examination and treat- 
ment, one for the nurses’ station, and 
one for the work-space. 





The examination area should have 
a table for the examination of infants, 
a hook strip for gowns, a waste re- 
ceptacle, and a lavatory. This space 
should be connected with the nursery 
by a sliding window or a Dutch door 
with a shelf for use in examining in- 
fants. The nurses’ station area should 
be designed as a “control station,” 
with the nurse’s desk so located that 
she can control the entrances from 
the corridor to the ante-room and 
from the ante-room to the nurseries. 


The nurseries should be visible 
from the nurses’ station through ob- 
servation windows in the walls. Space 
should be furnished for the desk and 
chart racks. The work-space area 
should be provided with a sink and 
with space for a refrigerator for for- 
mulas, work table, instrument steri- 
lizer, bottle warmer and hot plate. 
Actual formula preparation is pro- 
vided for not in the nursery area, but 
in the dietary area. 


e e SUSPECT NURSERY. The sus- 
pect nurseries should be designed to 
accommodate a number of bassinets 
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approximately equal to twenty per 
cent of the number of beds supplied 
for maternity patients in the hospital. 
These nurseries should be completely 
separate from the normal and pre- 
mature nurseries. A minimum of 40 
square feet of floor space and 360 
cubic feet of space should be pro- 
vided for each suspect bassinet. There 
should be a minimum of two suspect 
bassinets even in the smaller hos- 
pitals. No suspect nursery should 
have more than three bassinets. Sus- 
pect nurseries will require separate 
cubicles with facilities for individual 
technique, including hook strips for 
gowns. A lavatory will be 1equired. 
Viewing windows should be installed. 


_ @ eSUSPECT ANTE-ROOM. An ante- 
room should be arranged between the 
suspect nursery and the corridor. One 
ante-room may serve two _ suspect 
nurseries. It should be provided with 
a lavatory, a desk or shelf, a hot plate 
and a cabinet for necessary supplies. 
The viewing windows will be so ar- 
ranged that the infants may be seen 
from the corridor. 


Emergency 


The emergency department should 
be so located that patients arriving by 
ambulance may have direct access to 
the emergency room. For this reason 
this department is usually located on 
the ground floor in the rear of the 
hospital building. The emergency en- 
trance should have a convenient load- 
ing platform or a ramp and a mar- 
quise to protect patients being taken 
from cars or ambulances. It is recom- 
mended, especially in larger hospitals, 
that a few beds be furnished in this 
area for patients in shock, for mori- 
bund patients, and possibly for ac- 
cident patients suspected of having 
communicable disease. The area for 
such beds as may be furnished in this 
department should be considered as 
part of the patient bed areas. 


e e EMERGENCY ROOM. The emer- 
gency room will be planned and 
equipped as a minor operating room, 
but scrub-up and (except in the 
larger hospitals) utility facilities may 
be placed in the emergency room. It 
should have a special medicine closet 
and space for resuscitation equipment. 
It may also be used for plaster work 
if no other room is available, but if 
intended for this use a plaster trap 
should be provided. 
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e e OFFICE AND WAITING ROOM. 
An office and waiting room for the 
emergency section is suggested for all 
but the smallest hospitals. This room 
should be convenient to the emer- 
gency entrance. 


e e BATH. It is suggested that a bath 
be furnished in the emergency de- 
partment. This bath should be on a 
pedestal and free-standing: on three 
sides. 

e e TOILET. A standard toilet room 
should be provided in this area. 


ee UTILITY ROOM. Standard op- 
erating room utility facilities, with 
emergency _ sterilizing equipment, 


. Should be furnished in a_ separate 


utility room in the larger hospitals. 
The sterilizing ,equipment in either 


case will be minimal, since routine 
sterilization will be done in the cen- 
tral supply room. An _ instrument 
sterilizer, a general utility sink with 
elbow control, work counter, and 
necessary cabinets will be required. 


e e STORAGE AND SUPPLY. Stor- 
age space will be required for anes- 
thesia apparatus, anesthetic gases, etc. 
Storage space for splints will have to 
be furnished if the emergency room 
is intended for use as a plaster room. 


eeSTRETCHER AND WHEEL 
CHAIR CLOSET. Sufficient space will 
be required for one stretcher and one 
wheel chair. Shelves may be placed 
above the level of the wheel chair 
and stretcher for additional storage 
space. 


e 
SERVICE DEPARTMENTS 


Dietary Department 


The dietary department will nor- 
mally be located in the basement or 


-on the ground floor. It should not be 


placed in the basement unless this 
level is sufficiently above ground to 
permit adequate natural light and 


ventilation. ‘ 


The areas assigned are intended for 
centralized tray service, the trays be- 
ing transported to the floors in in- 
sulated, heated tray trucks or by other 
means that will insure the delivery 
of hot food to the patient. Hence, only 
minimal floor pantry area has been 
suggested for the nursing floors. The 
location of the dietary department 
units must be carefully planned with 
due consideration of the receipt and 
storage of perishable and non-perish- 
able supplies, the preparation and 
cooking or food, service to patients 
from both the main cooking area and 
the special diet kitchen, service to 
personnel dining rooms, returning 
and washing of dishes, and the dis- 
posal of garbage. 


Special attention must be given to 
the utilities services, ventilation and 
sanitation. Minimum ceiling height 
should be 12 feet. Floor and walls 
should be of tile to a height of at 
least 6 feet. Mechanical ventilation 
independent of the general ventilat- 
ing system is recommended for the 
kitchens. It is suggested that con- 
sideration be given to the employ- 
ment of a competent kitchen engineer 
for preparing detailed plans for this 


department, and that these detailed 
plans be analyzed and approved by 
the hospital consultant before ac- 
ceptance. 


e e MAIN KITCHEN AND BAKERY. 
The area assigned comprises all space 
for food preparation (except the spe- 
cial diet kitchen and infant formula 
room); pot washing; serving area for 
trays; and food truck storage space. 
This area must be carefully laid out 
with proper consideration for traffic 
lines within the kitchen, and with re- 
lated units properly grouped. 


Segregated from, but still part of 
the main kitchen, will be the meat 
cutting, vegetable preparation, bakery, 
pot washing, and tray serving areas. 
Yet each of these areas must be con- 
sidered and properly located in rela- 
tionship to the food cooking area so 
that the traffic flow will be unbroken. 
In addition;- iet kitchen and re- 
frigeration a * considered in sub- 
sequent paragraphs, must be located 
so as to function effectively with mi- 


_ nimum traffic. 


Routing should be from supply 
source through preparation, cooking, 
and serving to elevators or to dining 
rooms. Provision should be made in 
the main kitchen for ranges, roasting 
ovens, hot plates, vegetable steamers, 
steam jacketed kettles, broiler and 
deep fat fryer (all hooded and with 
mechanical ventilation), bain marie, 
mixing machine, and slicing machine. 


There should be a depression in the 
floor with drain and grease trap un- 


HOSPITALS 





WoONAnAWHH 


der kettles. Sinks, counters, pot and 
pan racks, work tables, bulletin board 
and menu boards will be required. A 
special pot washing area in a remote 
part of the main kitchen requires 
special deep sinks with drain boards 
and grease trap, can washing sink at 
floor level, pot racks and floor space 
(with drain) for tray cart washing. 


A separate bake shop may or may 
not be needed, depending on local 
conditions and the size of the hos- 
pital; where provided it will require 
space for a bake oven, flour outfit, 
mixing machine, work counter, proof 


box cupboards, bread slicer, racks, 
sink, and flour storage. It may have 
a confectioner’s kettle, and must have 
either a separate refrigerator or con- 
venient space available in the refrig- 
eration area. 


Meat preparation will require cut- 
ting blocks, racks, hooks, and scales, 
and may be furnished with a power 
operated meat saw, all convenient to 
the meat refrigeration unit. The space 
devoted to meat preparation in larger 
hospitals may be enclosed as an ante- 
room to the meat section of the re- 
frigerator. The vegetable preparation 


area should be in a remote section of 
the main kitchen but convenient to 
the vegetable refrigerator. 

In larger hospitals it may be in a 
separate room. It will be equipped 
with sinks, tables, vegetable bins, and 
vegetable peeler, and may be fur- 
nished with a vegetable cutter and 
slicer. The tray serving area will be 
located at the end of the kitchen 
nearest to the elevators and the 
dumb-waiter leading to floor pantries, 
and adjacent to or just beyond this 
area the diet kitchen may be situated. 


Such an arrangement makes it pos- 
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e 
KITCHEN AND CAFETERIAS FOR A 100 BED ACUTE GENERAL HOSPITAL 


1 Portable beam scale—500 Ib. capacity 
2 Water cooler 
3 Space for ice cream cabinet 
4 Tray table, 18” x 24” 
5 Table with tray storage below 
6 Silver compartments 
7 Two shelves over table 
8 Open tray truck, 25 tray capacity 
9 Bread table with cutting top, 24” x 36” 
Refrigerator with wood work top 
Shelf above work top 
Table with dish D emettment below, 3’ x 10’ 
Urns, 10 gal. coffee; 10 gal. water 
Cook’s table, shelves below sd 
Pot rack over 
Sink 
Bain marie 
Table, 36” x 48”, 2 shelves below 
Gas toaster 
CT tg eed shelving 
24” x 24” 
22 Meat block 
23 Table, 24” x 48” 
24 Food cutter, 24” bowl, floor type 
25 Table, 24” x 24” 
26 Peeler, 15 ib. capacity, bench type 
27 Vegetable sink, 2 compartments and 1 
drainboard, 24” x 72” 
28 Preparation table, *y x 6’, with vegetable 
bins and refuse can space below 


July 1943 


USING CENTRAL TRAY SERVICE 


29 Shelving, 18” wide, first shelf 36” above 


floor 
30 , omega dish cabinet 
31 Frye 
32 Sireader , 16” wide 
33 Range, 48” x 
34 Elevated Soniiee 
35 Bake oven, 3 section 
36 Kettle, 20 gal. capacity 
37 Steamer, 2 compartments 
38 Baker’s stove 
ood 
Mixer, 30 qt. 
Baker’s table, 30” x 60”, with bins and 
drawers below, spice bins above 
Sink and drainboard, 24” x 48” 
Counter, open below 
Pot and to rack 
Pot washing sink, 2 compartments and 2 
drainboards 
Fish box, 30” x 36” 
Refrigerator, 12 cu. ft. capacity 
48 Sink and drainboard 
49 Counter, cabinets below 
50 Cabinet 
51 Juicer 
52 Mixer 
53 Gas range, 4 burners and oven 
54 Steam table fl 
55 Tray rack, 15 tray capacity 


56 Counter, open below, 30” high 
57 Chair 
58 Filing cabinet below counter 
59 Double compartment sink and drainboard 
60 Bottle sterilizer and pasteurizer, 72 bottle 
capacity. 
61 Hot plate, 2 element 
62 Refrigerator, 8 cu. ft. 
63 Space for ice cream cabinet, 2 hole 
64 Counter, shelves below 
65 Sink in counter, 24” x 24” 
66 Water — connected to coil in cold pan 
67 Cold p 
68 pata ng shelves below; silver compartment 
69 Tray slide 
70 Table 
Hinged shelf 
Sink, 18” x 24” 
Soiled dish table 
Dish washing machine, 2500 dishes per hour 
capacity 
Clean dish table 
76 Plate glass shelf over counter 
77 Floor drain . 
78 Steam outlet 
79 Hot and cold water outlets 
80 Dutch door 
81 Slicer 
82 Scrapping block 
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sible to supply special and regular 
trays to the same tray carts simul- 
taneously. In this serving area provi- 
sion should be made for the urn 
stand, steam tables, dish warmer, dish 
and tray racks, ice cream cabinet, 
heated tray carts, cutlery, etc. Refrig- 
erated space, convenient to the serv- 
ing area, should be available for 
salads. 

An ice cream freezer, with hardener 
and storage cabinet is advantageous 
even in a 50-bed hospital, and should 
be provided, in larger hospitals, in a 
separate room with adequate facili- 
ties for sanitation and efficient func- 
tioning. Special provision should be 
made for heating arrangements in the 
kitchen area, especially in northern 
climates. It is customary to overheat 
slightly the sections of the kitchen 
removed from the cooking area in 
order to avoid too marked tempera- 
ture changes for employees. 


Provision should be made for ade- 
quate artificial lighting, outlets for 
electrical equipment, floor drains, 
grease trap, abundant soft water sup- 
ply, hot water at 180° minimum, and 
steam supply at 30 to 40 pounds pres- 
sure. Overhead piping in kitchen 
areas should be avoided. Convenient 
hand washing facilities must be avail- 
able for all dietary employees, espe- 
cially in toilet rooms. 


ee DIET KITCHEN. A diet kitchen 
which is not in a separate room, but 
which is merely set up as an grea in 
that end of the main kitchen closest 
to the elevators, is recommended. In 
this case the diet kitchen will be 
separated from the regular tray serv- 
ing area by a space available for tray 
racks and tray carts. 


Minor cooking equipment is all that 
should be required in the diet kitchen, 
since bulk cooking of most menu 
items will be done in the main 
kitchen, and only necessary modifica- 
tions will be performed in the diet 
kitchen. Space will be required for a 
small range, refrigerator, small mix- 
ing machine with puree attachment, 
steam table, coffee urn, and hot plate. 
A sink with drainboard and a work 
table, cupboards, and a bulletin board 
will be required. 


The space assigned to the dietitian’s 
office should be provided with glass 
partitions and should be so located as 
to permit a view of the main kitchen 
and diet kitchen. 
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eeFORMULA ROOM. The infant 
formula room should be in a separate 
area convenient to the dietitian’s of- 
fice and the elevators. It is designed to 
furnish all formulas and sterilizing 
facilities for infant feedings. Equip- 
ment includes a bottle sterilizer, hot 
plate, bottle washer, 
cabinets, counter, sink, and bulletin 
board. A pasteurizer may or may not 
be required, depending on local pre- 
ference, milk supply, and whether or 
not evaporated or dried milk is used. 
Where pasteurization is required, a 
combination pasteurizer and bottle 
sterilizer is the preferred installation. 


refrigerator, 


e e DISHWASHING. The dishwash- 
ing room is perhaps the noisiest unit 
in the dietary department, and should 
be so located that the noise will not 
be audible in the dining room areas 
or on the upper floors of the hospital. 
In locating this facility, consideration 
must be given to traffic flow of soiled 


dishes from the patient and dining 
room areas, through the dishwashing 
process, to the dish racks and cup- 
boards, and thence to the tray serving 
and dining room areas without avoid- 
able cross traffic. 


It is important that this area re- 
ceive moistureproof acoustic treat- 


ment. It should be equipped with 
slide counters for soiled dishes, lead- 
ing directly to the dishwasher, each 
counter having a section for dish 
scraping; a garbage receptacle; a dish- 
washing machine with abundant wa- 
ter supply and individual grease trap; 
glass washing and tray washing facil- 
ities; a counter for clean dishes; buffer 
and polisher; dispensing tank; and 
rack and cupboard space for clean 
dishes and cutlery either in the area 
or in an adjacent area in the kitchen 
which is convenient to the serving 
area. The floor will be fitted with a 
grease trapped drain. 





SERVICE DEPARTMENTS 
50 bed 


100 bed 150 bed 200 bed 





DIETARY DEPARTMENT 
(designed for central 
tray service) 


2,340 sq. ft. 


3,325 sq. ft. 4,195 sq. ft. 


/ 


5,055 sq. ft. 





Main kitchen and 1,200 
bakery * 
Diet kitchen and 140 
dietitian's office 
Formula room 
Dishwashing and 
truck washing 
Refrigeration: 
Meat 
Dairy products 
Fruit and vegetable 
Garbage and can washing 
Day storage 
Dining space: 
Staff, supervisory 
employees and nurses, 
including serving 
space (two sittings) 
Employees, including 
serving space 
(two sittings) 210 


Total 2,340 


1,600 1,850 2,100 
200 230 260 
150 

200 225 


30 35 
30 30 
45 55 
125 150 
200 250 


810 


360 540 720 
3,325 4,195 5,055 





HOUSEKEEPING DEPARTMENT !.240 sq. ft. 


1,770 sq. ft. 2,270sq. ft. 2,770 sq. ft. 





Housekeeper's office 

and stores 110 
Central linen room 

(including sewing 

room) 190 
Soiled linen 140 
Laundry 800 


Total 1,240 


140 150 170 


250 300 340 
180 220 260 
1,200 1,600 2,000 


1,770 2,270 2,770 





MECHANICAL DEPARTMENT 
(No fuel storage 
space included) 


1,030 sq. ft. 


1,480 sq. ft. 1,800sq. ff. 1,970 sq. ft. 





Boiler and pump 
room 

Engineer's office 

Maintenance shop(s) 


Total 
a 














e e REFRIGERATION. Three main 
walk-in compartments should be fur- 
nished in the refrigerator: one for 
meats, which should be fitted with 
both hooks and shelves, one for dairy 
products, and one for fruits and vege- 
tables. In addition to these, a fish box 
should be supplied, and a separate 
section with low-temperature refrig- 
eration for storage of quick-frozen 
, products. If possible, additional refrig- 
eration space (not walk-in) should 
be supplied for left-overs and for 
salads, either as part of the main re- 
frigerator or as units located else- 
where in the kitchen. The main re- 
frigerator may be operated by indi- 
vidual units or by a brine system, 
depending on local conditions. 


ee GARBAGE AND CAN WASH- 
ING. A refrigerated area should be 
supplied for garbage storage. This 
area should be provided with scales 
for weighing garbage. There should 
be an adjacent cement floor space 
with drain for can washing and steri- 
lizing by means of hot water and 
steam jets. The area should be acces- 
sible to the outside so that garbage 
can be readily removed. 


e e DAY STORAGE. Provision of a 
day storage area in the kitchen is 
based on the assumption that a cen- 
tral stores room for the hospital will 
be maintained, and that non-perish- 
able supplies will be requisitioned 
from the central stores daily by the 
dietitian for the ensuing 24-hour 
period. The so-called “day storage” 
is therefore designed for non-perish- 
able supplies for a period of not more 
than 36 hours. It should be capable 
of being locked, should be convenient 
to the cooking area, should be 
equipped with appropriate shelving, 
and should provide space for vermin- 
proof storage cans. 


e e DINING SPACE. The dining space 
suggested is based on serving the 
hospital personnel in two sittings. If 
cafeteria service is installed, the din- 
ing areas may be slightly decreased, 
but the space thus saved will be re- 
quired for the additional service space 
needed. The dining areas may be lo- 
cated on the basement floor if suffi- 
cient natural light and air are avail- 
able, or on the floor above. Serving 
areas for the dining room should be 
furnished with dish warmers, steam 
table, coffee urns, dish racks, hot 
plates, toasters, egg boiler, griddle, 
sinks, and other equipment. If cafe- 
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LAUNDRY FOR A 100 BED HOSPITAL 


1 Scale, cap. 500 Ibs. 

2 Washer, 36” x 54” 

3 Washer, 36” x 36” 

4 Extractor, 30” 

5 Soap tank, 30 gal. 

6 Starch cooker, 15 gal. 

7 Wash trays 

8 Tumbler, 36” x 24” 

9 Movable table 

10 Uniform rack 

11 Ironing board 

12 Press 

13 Compressor 

14 Flat work ironer, 120”, 2 roll 
15 Folding table 

16 Shakeout table with sloping sides 


17 Counter, shelving below 
18 Linen shelving 
19 Sewing machine 
20 Marking machine 
21 Sorting bins 

22 File cabinet 

23 Desk 

24 Chair 

25 Dutch door 

26 Shelving 

27 Cabinets 

28 Telephone jack 
29 Waste receptacle 


32 Step ladder 





teria service is installed, standard 
counters should be arranged. 

A bulletin board should be provided 
in each dining room. The dining room 
areas may be so arranged that one 
or more of them may be used for staff 
conferences and other meetings if 
other space is not provided. If two 
or more dining rooms adjoin, it may 
be possible to use accordion doors or 
venetian blind partitions that will 
permit dining rooms to be combined 
into a single large room for meetings. 


Housekeeping 

e e HOUSEKEEPER’S OFFICE AND 
STORES. The housekeeper’s office 
should be located in the basement, 
preferably adjacent to the central 
linen room. Space for a desk should 
be provided, and files for the house- 


keeping records. Space with shelving 
should be provided for daily distribu- 
tion of housekeeping supplies, which 
may be dispensed through a wicket 
or over a counter. Card files and 
locked racks for the key control sys- 
tem should be provided in this office. 


e eCENTRAL LINEN ROOM. The 
central linen room is designed to fur- 
nish all linen supplies for the hospital. 
The small linen closets throughout 
the hospital will be sufficiently large 
to hold only one set of linen for the 
area in which it is located. Provision 
should be made in the central linen 
room for blanket storage and a sort- 
ing table. 

Either in this room in small hos- 
pitals, or in an adjoining room in 
larger hospitals, space and equipment 
should be supplied for mending and 
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sewing, as well as for marking new 
linens. Shelving, table space, sewing 
machines, and a marking machine 
should be provided. Space for linen 
trucks and their loading will be re- 
quired. When the laundry is in the 
hospital proper, the central linen room 


should be located adjacent to the: 


“clean” end of the laundry and should 
have convenient access to the ele- 
vators. 


When the laundry is located in an 
out-building, or if there is no laundry 
in the institution, the central linen 
room should be convenient to the 
tunnel or other entrance through 
which clean linen is delivered to the 
hospital. No space for the manufac- 
ture of linens is provided in the areas 
assigned. When it is the policy of the 
institution to manufacture linens in 
the hospital, additional space will 
have to be supplied. 


e e SOILED LINEN. The soiled linen 
area assigned is designed for a sorting 
and checking room for all soiled 
laundry from the hospital (except 
contaminated linen) and for sorting, 
checking, and marking personal linen 
of employees living in the institution. 
Equipment will be limited to a mark- 
ing machine and sorting bins and 
tables. The soiled linen room should 
be adjacent to the “soiled” end of the 
laundry, if there is a laundry in the 
hospital. If there is not a laundry in 
the institution, this area may be re- 
stricted to checking outgoing laundry 
and the sterilization of infected linen. 


In this case a bulk sterilizer (mat- 
tress type) should be installed. Where 
there is no laundry in the institution, 
the soiled linen room should be con- 
venient to the service entrance. A 
soiled linen chute (24” in diameter 
recommended) should be _ installed 
with an opening on each floor. In 
large hospitals two chutes may be 
required. The chute should be open 


at the bottom and should lead into a* 


small closed room. A flushing device 
for hot water or steam should be pro- 
vided at the top of the laundry chute 
and a drain at the bottom. 


ee LAUNDRY. Since it is accepted 
as good administrative practice to 
have a laundry in any hospital of 50 
or more beds, an area is assigned for 
this service. Whether or not a laundry 
is included, however, will depend on 
local conditions and on administrative 
policy. If one is supplied, the servites 
of a competent laundry engineer 


July 1943 


working in conjunction with the hos- 
pital consultant should be utilized in 
laying it out and equipping it. 


In small hospitals the laundry may 
be located in the basement with easy 
access to elevators, but isolated from 
the patient areas since the noise, 
odors, and steam are objectionable. 
Ceiling height in the laundry should 
not be less than 12 feet, and adequate 
lighting and mechanical ventilaiton 
will be required. An adequate supply 
of soft water, hot water at not less 
than 180°, and steam at a pressure of 
not less than 100 pounds, will be re- 
quired. 


Routing is important in the laundry 
area, and will proceed from the soiled 
linen (sorting) room through (1) 
washing wheels, (2) extractors, 
starching, etc., (3) tumbler, flatwork 
ironer, presses, and hand finishing, 
to (4) the central linen room. Provi- 
sion should be made for the following 
in the washroom area: wheels (hood- 
ed), extractor, bleach tank, soap tank, 
starch tank, stationary tubs, and test- 
ing equipment; in the finishing area: 
tumbler (hooded), flatwork ironer 
(hooded), presses, hand ironing, cur- 
tain stretcher, sorting racks, damp- 
ener, uniform racks, and special provi- 
sions for blanket carding, stretching, 
and drying, if required. Convenient 
toilet facilities should be available in 
or near the laundry area. 


Mechanical 


Since the fuel to be used in the 
boiler plant will vary in different lo- 
cations, no fuel storagé area has been 
provided. 


e e BOILER AND PUMP ROOM. The 
utilization of. competent engineering 
service is suggestedjn designing the 
boiler plant.. Consideration must be 
given to both the heating function and 
the furnishing of steam for sterilizing, 
blanket and utensil warmers, laundry, 
cooking, and the heating of domestic 
hot water. A reserve boiler is essen- 
tial for uninterrupted service. Fuel 
choice depends on local conditions 
and costs. 


The installation of control devices 
usually results in enough increased 
efficiency to warrant the additional ex- 
penditure. Minimum delivered steam 
pressure required if a laundry is in- 

““stalled is 100 pounds; 40 pounds is 
suffieient for sterilization and cook- 
ing. Mechanical stokers or pulverized 


fuel firing should be considered if 
coal is to be used. If the water hard- 
ness is 3 or more grains per gallon, 
the installation of a water softener 
is recommended. When the hardness 
is 5 or more grains per gallon, the 
installation of a water softener is al- 
most imperative, especially if there is 
a laundry in the hospital. 


The boiler room in a small hospital 
may be located in the basement, pre- 
ferably at the end of a wing, but in 
larger hospitals it will frequently be 
in a separate building or wing, some- 
times with the laundry. If it is in the 
main building, consideration should 
be given to locating the central re- 
frigeration plant (if any) and the 
central air conditioning plant (if any) 
adjacent to the boiler room for ease 
in supervision. 


Some type of incineration facilities 
are required, and may be installed in 
this area. Piping throughout the hos- 
pital should be accessible and identi- 
fied in accordance with the “Scheme 
for the Identification of Piping Sys- 
tems” as approved by the American 
Standards Association. 


e e ENGINEER’S OFFICE. Desk 
space, at least, is required for the en- 
gineer. This may be located on a 
balcony over one end of the boiler 
room if properly protected from heat, 
dust and dirt. Necessary gauges and 
other regulatory devices should be 
located over the engineer’s station. 


MAINTENANCE SHOPS. The 
maintenance shop should be con- 
venient to the boiler room, since the 
same personnel (especially in smaller 
hospitals) will be on duty in both 
areas. In small hospitals a single 
shop, equipped for general repair 
work, will probably be all that is re- 
quired. In larger hospitals this may 
be extended to include a machine 
shop, carpenter shop, paint shop, elec- 
trical shop, ground keeper’s shop, and 
others. 


Some provision should be made in 
every hospital, regardless of size, for 
storage space for ground keeper’s 
tools and equipment that will be 
readily accessible from outdoors. If 
the personnel is large enough, a me- 
chanic’s locker room may be fur- 
nished, but even in the small hospital 
a special toilet and lavatory should 
be installed. Stores space for minor 
mechanical supplies should be as- 
signed in or adjacent to the shop. 
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CIRCULATION SPACE 


The area required for circulation 
space will vary widely with the type 
of the building and the number of 
stories. Figures suggested for the 
areas for corridors, stairways and 
elevators in the accompanying area 
distribution charts are based on build- 
ings of two stories and basement for 
50-bed hospitals, three stories and 
basement for 100- and 150-bed hos- 
pitals, and four stories and basement 
for 200-bed hospitals. 


e e CORRIDORS. Corridors through- 
out the hospital should have a mini- 
mum width of 7’ 6”, and preferably 
8’. If long, they should be at least 8’ 
wide. All corridors should have acous- 
tic treatment. Drinking fountains 
should be provided. Where ramps are 
required, as in connecting a new and 
old building, or at the ambulance 
entrance, the slope should not exceed 
five per cent. 


e@ e ELEVATORS. Careful considera- 
tion should be given to grouping of 
elevators. It is preferable to have 
them adjacent to each other rather 
than widely separated. If more than 
two elevators are provided, consider- 
ation should be given to the separa- 
tion of service and passenger types 


if possible. Elevators should have a ° 


minimum size of 514’ x 8’ and should 
be equipped with dual controls, self- 
leveling devices, and all safety fea- 
tures. It is advisable to install a tele- 
phone in each elevator for emergency 
purposes. 


Elevators should have _ acoustic 
treatment and resilient floor surface 
material. Penthouses should be heated 
and ventilated, since extreme tem- 
perature changes interfere with the 
operation of magnetic switches. Doors 
should open at the center, with an 
aperture of not less than 3’ 10”. Of- 
fice building and apartment house 
type doors are not satisfactory for 
hospital usage. It is advisable that 
elevators do not open directly on a 
nursing corridor. 


In larger hospitals one car may be 
designed with doors at both ends so 
that it may be used from a service 
corridor during certain hours and for 
passengers at other times of the day. 
In locating elevators, special consid- 
eration should be given to the flow of 
traffic. Multi-story hospitals up to 125 
beds will require a minimum of two 
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elevators, and those up to 200 beds, 
three elevators. 


ee STAIRWAYS. The number and 
location of stairways is usually deter- 
mined by local ordinance, with due 
consideration for traffic demands. 
Completely enclosed fire stairs are 
preferable, whether or not required 


by local ordinance. They should be of 
sufficient width to permit the carry- 
ing of stretchers (3’ 8” minimum). 
Special caution should be taken to in- 
sure sufficient width at the turns. It 
has been found desirable to use either 


terrazzo treads, with incorporated ab- 


rasive, or linoleum or rubber treads 
with metal nosings and abrasive in- 
sets. 





50 bed 


CIRCULATION SPACE 


100 bed 150 bed 





CIRCULATION SPACE* 


(other than main 


lobby) 5,770 sq. ft. 


9,630 sq. ft. 


13,820 sq. ft. 17,550 sq. ft. 





Corridors 4,450 
Elevator(s) 240 (1) 
Stairways 1,080 (2) 


Total 5,770 


10,700 13,650 
960 (3) 1,200 (3) 
2,160 (3) 2,700 (3), 


13,820 17,550 








®The areas shown for circulation space will vary widely with different building types and 
number of stories (e.g. pavilion type vs. multi-story structures). Figures given here are 
based on an assumption of 2 stories and basement for 50 bed hospitals, 3 stories and base- 
ment for 100 bed, 3 stories and basement for 150-bed, and 4 stories and basement for 200 bed. 








GENERAL CONSTRUCTION 


ee PATIENT DISTRIBUTION. The 
determination of the expected dis- 
tribution of patients in these hospitals 
will require a special study in each 
individual instance. Such a_ study 
should be made by a competent hos- 
pital consultant. Normal expected 
distribution might be seriously af- 
fected by the presence in the com- 
munity of a specialty hospital, such 
as a maternity hospital or childrens’ 
hospital, or by the presence of rec- 
ognized specialists on the staff of the 
proposed hospital or of other hospitals 
in the area. 


Studies have indicated that normal 
distribution of patients in these hos- 
pitals might be expected to be: Sur- 
gical 45-50 per cent; medical 21-23 
per cent; obstetrical 12-15 per cent; 
pediatric (other than new-born) 4-6 
per cent; miscellaneous (including eye, 
ear, nose and throat) 9-15 per cent. 
In addition, nursery facilities for new- 
born infants (including suspect cases) 
approximately equivalent to 120 per 
cent of the number of obstetrical beds 
will be required. 

Since bassinets are not included in 
the hospital bed count, these do not 
appear in the percentages given 
above. Space for bassinets, however, 
is included in the area allotments. 


eeFLOORS. Bath, lavatory, and 
toilet rooms: ceramic mosaic tile or 
terrazzo. Kitchens, food preparation 
areas, cafeterias, solariums, laundry, 
roofs and ‘porches in use: quarry tile. 
Corridors, offices, radiology, out-pa- 
tient department: rubber tile (if 
available), asphalt tile, or linoleum, 
preferably with 12” terrazzo border 
and coved base. The same materials 
may be used in patient rooms. Labor- 
atories, serving kitchens, utility rooms, 
work rooms: terrazzo with the same 
border and coved base. Linoleum with 
terrazzo border and base may be used 
in these areas. 


Operating and delivery suites: egg 
shell finished ceramic tile or terrazzo 
with the same border and coved base. 
Operating and delivery suites and any 
areas where anesthetic gases are used 
require a metal grid on 4” centers 
unless conductive flooring is used. 
Storage rooms: dust-proofed cement. 
Coved base throughout, 5” in rooms, 
7” in corridors. A forty-five per cent 
base about 5” high has an advantage 
over the small radius cove for wail 
protection. 


eeWALLS. General finish: hard 
plaster. Areas subject to dampness 
and splashing: tile wainscot. Operat- 
ing and delivery rooms, bath, toilet 
and wash rooms, utility and work 
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rooms, serving kitchens: glazed tile 
wainscots 6’ high, or as required. 
Kitchens and food preparation areas, 
cafeterias, laundry, morgue: salt 
glazed tile. Janitors’ closets: cement 
plaster. All outside corners through- 
out the hospital should be protected 
with corner beading or bull nose; all 
inside angles should be coved. 


ee CEILINGS. Acoustical treatment 
should be provided in labor rooms, 
nurseries, corridors, visitors’ rooms, 
utility rooms, floor pantries, nursing 
stations, dishwashing, and dining 
rooms. 


ee ROOMS. Dimensions of patient 
rooms vary from 13’ to 16’ deep, and 
from 914’ to 12’ wide. The minimum 
room area should be 150 square feet. 
The minimum area per bed should be 
80 square feet. If corridors are off 
center 1’, this furnishes a variant of 
2’ in room depths, giving more ad- 
vantageous layout. Door openings on 
opposite sides of corridors should not 
coincide. 

e e DOORS. Use 3’ 10” minimum for 
all doors in patient areas through 
which patient beds may pass, with 
friction hinges or door check and 


ee WINDOWS. Projected wood or 
steel sash are preferred, though 
double hung sash may be used. If 
double hung sash are used, they 
should be equipped with reversible 
hardware. Glass should be 26 ounce 
clear except that operating rooms, 
autopsy rooms, delivery rooms, toilets, 
and baths by require obscure glass. 
Shatterproof glass is required in the 
psychiatric room with detention type 
windows. Wire glass should be used 
in windows in stair wells. Fire re- 
sistant glass and steel frames should 
be used if windows are exposed to a 
fire hazard. Where windows are to be 
washed from the outside, safety rings 
must be installed. Adequate screening 
should be provided. Window sills in 
patient areas must be of such height 
that the patient can see outside while 
lying in bed. 


ee PLUMBING. In designing the 
plumbing system, special attention 
should be given to eliminating any 
possibility of back siphonage. Plumb- 


ing facilities should be so arranged 
that they are directly above each 
other on successive floors. Structural 
columns and beams at the corridors 
should be offset into the rooms, so 
plumbing lines from lavatories usu- 
ally placed on corridor walls will 
avoid the beams. Valves, faucets, 
traps, drains should be of types which 
will give continuous service and re- 
quire a minimum of maintenance. 
Quiet flush valves should be installed. 
Piping should be accessible. Surface 
finishes on all plumbing fixtures 
should be capable of withstanding 
sudden temperature changes, and 
should not be readily stainable by 
medicines, ordinary acids, or sulphur 
or iron deposits in the water. The de- 
sign of all fixtures should eliminate 
dirt catching crevices and corners. 


ee INSULATION. Consideration 
should be given to adequate provision 
for exterior wall and roof insulation 
in hospital buildings. 





AREA AND PERCENTAGE AREA DISTRIBUTION FOR ACUTE 


GENERAL HOSPITALS OF CAPACITIES SHOWN 
which are double acting, and should ' 
50 bed 100 bed 150 bed 200 bed 


be about 40” above the floor with 
hook pointed down. Interior doors — pte = pe — jes ng pay 
should generally be of wood and of sq.ft. area 
flush type. ADMINISTRATION. SERVICES 


Administration | 6.8 2,635 . 3,150 48 3,760 45 


Kalamein doors should be used at Employees’ facilities 580 940 «2.0 1320 20 41.660 2.0 
Central storage 1,175 4.2 2,240 . 3,330 5.1 4,390 5.3 


service entrances, and hollow metal 

doors where indicated by usage or for Total 3,630 BA 5815 % 7,800 lle 9,810 
fire protection. Vision panels are re- 
quired in all double acting doors, and 
in the doors of psychopathic and iso- 
lation rooms. The vision panels in 

‘ : : and physical therapy 160 le 180 
isolation and psychopathic room doors sineaiais 3 pa 
should be provided with a solid shut- <a 
ter on the corridor side. Locks, such Total : 1,860 
as used on linen closets, should be of NURSING SERVICES 

cylinder type, mastered by floors, sec- ae ee lee : od 
tions, and departments. 


holder combined. Arm hooks are pre- 
ferable on all doors except those 





n 
sq. ff. area 


sq. ff. area sq. ft. area 








ADJUNCT SERVICES 
Pathology 500 4 700 A 850 < 1,000 
Radiology 400 i 600 ° . 
Basal metabolic rate, 
electrocardiography, 





Obstetrics suite A 1,145 
Nursery - 770 
Emergency A 530 


No locks are required on patient 
room doors. No transoms will be re- Total 
quired, ventilation being provided by 
louvres in upper panels with a solid 
sliding sheet panel for cover or by a 
three quarter length louvred door 
Swinging in the opposite direction. phe sans 
Room doors should open in, and Total 4,610 . 6,575 8,265 9,795 
should be hung on the wide side of CIRCULATION SPACE 5,770 9,630 
the room so the patient is protected TOTAL HOSPITAL AREA 27,745 100.0 
when the door is opm. Psychiatric AREA PER BED 
room, bath and toilet room doors 
should open out. 


22,835 33,285 





SERVICE DEPARTMENTS 
Dietary department 2 Mu 3,325 ie 4,195 
Housekeeping 
department 1,240 \ 1,770 A 2,270 A 2,770 
Mechanical 
department 1,030 2 1,480 1,800 Ns 1,970 


oo — ——— 





13,820 21.1 ~—‘:17,550 
83,140 


416 sq. ft. 





46,715 100.0 65,625 100.0 





555 sq. ft. 467 sq. ft. 438 sq. ft. 
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NET AREA DISTRIBUTION IN SQUARE FEET PER BED 
FOR ACUTE GENERAL HOSPITALS OF FROM 50 TO 200 BEDS 


































































































BED COMPLEMENT 
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OPTIONAL AREAS AND SERVICES 


(Not Included in General Hospital Area Distributions) 


ee OUT-PATIENT DEPARTMENT. 
Out-patient departments are subject 
to extreme variation, but commonly 
are regarded as entirely separate from 
hospital in-patient service, though 
they may utilize the hospital adjunct 
services. They are therefore not in- 
cluded in the relative area distribu- 
tions, and any area assigned to this 
function must be added to the areas 
assigned to the hospital proper. 


Figures available indicate a varia- 
tion of from % to 2 out-patient visits 
per day for each occupied bed. Nor- 
mally the lower figure should prevail 
in average communities having the 
usual health department clinic set-up. 
Estimated area requirements for out- 
patient departments approximate 40 
square feet of floor space for each 
expected average daily patient-visit. 
Waiting room space should be on the 
approximate basis of 12 square feet 
per patient-visit, because patients are 
usually accompanied to the clinic by 
relatives. 


The out-patient department should 
be assigned space on the ground or 
main floor. It should have ready ac- 
cess to the main administrative areas, 
especially the record room, and it 
should be convenient to all adjunct 
services. It should have a separate 
entrance from the street and should 
be as isolated as possible from the 
areas occupied by in-patients. 


The normal arrangement will re- 
quire: (1) Waiting room; (2) admit- 
ting office, adjacent to waiting room, 
and with convenient communication 
to main record room; (3) appoint- 
ment and/or cashier’s desk, in wait- 
ing room, controlling entrance to 
clinical sections; (4) clinical section, 
with examining rooms, dressing 
rooms, treatment rooms, and specialty 
rooms, as required. There should be 





DENTAL SUITE 


1 Dental chair 

2 Dental unit 

3 Operating light 

4 Instrument cabinet 

5 Sterilizer 

6 Adjustable stool 

7 Lavatory, glass shelf and paper towel dis- 
penser over 

8 Waste receptacle 

9 X-ray (1 necessary—2 optional) 

10 Laboratory counter, cabinets below 

11 Sink 

12 Gas, air and electric outlets 

13 Developing tank 

14 Compressor 

15 Light proof shade 

16 Desk 

17 Chair 

18 File cabinet 

19 Built in couch 
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‘ physical therapy areas. 


convenient access without undue traf- 
fic from the out-patient department 
through the hospital to the pharmacy, 
and the radiology, laboratory, and 
A special 
cashier’s office for the out-patient de- 
partment with window opening to the 
waiting room or corridor may be re- 
quired if any large number of pay or 
part pay out-patients are to be ac- 
cepted. 


In addition to the spaces noted, if 
the service is large, a directors’ office, 
nursing office, doctors’ office, and so- 
cial service office may be required. 
Toilets should be readily available. A 
pay telephone should be provided. 


ee HEALTH CENTER. While usu- 
ally operated by different groups, 
there is a definite tendency to-day to 
combine in the same structure public 
health activities concerned primarily 
with preventive medicine and hos- 
pital activities concerned primarily 
with curative medicine. One of the 
advantages of such a combination is 
the avoidance of the duplication of 
space and equipment for radiology, 
laboratory, etc. 

















space for the local health department 
activities in the hospital structure, 
consideration should be given to so 
doing. Material concerning Health 
Center design has been published by 
the U. S. Public Health Service, and 
should be consulted. Attention should 
be given to locating the facilities in 
the hospital proper that will be used 
by the Health Center so there will be 
a minimum of traffic. Attention should 
also be given to locating the Health 
Center in an area that can be closed 
off from the hospital proper. The 
Health Center should have a separate 
entrance from those for the hospital, 
though the Health Center entrance 
may serve also for the out-patient 
department. 


e@eFUEL STORAGE FACILITIES. 
No provision has been made for fuel 
storage in the areas assigned. If coal 
is the fuel chosen, space should be 
provided for its receipt in carload 
lots, and it should be fed by gravity 
to the boiler room. If oil is to be used, 
provision should be made for under- 
ground tanks which can be conveni- 
ently reached by fuel trucks. Provi- 
sion should be made for weighing fuel 
deliveries, especially in larger hos- 
pitals. 
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e e GARAGE. Some institutions may 
require garage facilities for ambu- 
lances or trucks and private cars. 
When the policy of the hospital is to 
maintain 24-hour ambulance service, 
additional facilities should be fur- 
nished for an ambulance drivers’ 
lounge room and perhaps sleeping 
quarters. These facilities should be in 
a building separated from the hos- 
pital proper. 

ee PERSONNEL QUARTERS. De- 
pending on local conditions, consid- 
eration should be given to the provi- 
sion of quarters for the administrator 
of the hospital, the director of nurses, 
and interns or house physicians. No 
provision has been made for these in 
the area distributions, and if they are 
contemplated additional space will be 
required. For either the administrator 
or the director of nurses, a suite con- 
sisting of sitting room, kitchenette, 
bedroom, and bath and toilet facilities 
would be required. For interns and/or 


house physicians a common sitting 
room with private bedrooms 10’ x 12’ 
or larger and adequate bath, shower, 
and toilet facilities would be required. 
Note that if interns or residents are 
accepted in the hospital a library 
must be supplied. 


ee SISTERS’ QUARTERS. If the 
hospital is to be operated by one of 
the religious orders, special provision 
must be made for the Sisters’ quarters. 
Besides individual rooms, adequate 
living room, dining room, and chapel 
facilities must be furnished. These 
may be either in an isolated area of 
the hospital building or in a separate 
structure. Consultation with a rep- 
resentative of the order is suggested 
before any attempt is made to plan 
such quarters. 

e e NURSES’ HOME. If the hospital 
contains 100 or more beds, a nurses’ 
training school may be contemplated. 
In this event, a residence for student 
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nurses will be required. Such a build- 
ing should be located near enough to 
the hospital so that ready access is 
possible, either by tunnel or by cov- 
ered passage, and yet sufficiently dis- 
tant so that patients will not be dis- 
turbed by the noise of social activity. 


In addition to space for the students, 
it is customary to provide space in 
the building for several supervisory 
nurses, anesthetists, technicians, the 
dietitian, and one or more matrons. 
The following facilities should be 
considered in planning a home for 
student nurses: Lobby and reception 
room; visitors’ lavatory; small par- 
lors; nursing school office; library; 
general class room; practical nursing 
class room; laboratory; assembly 
room; gymnasium; personal laundry 
facilities; truck storage; kitchenettes; 
single bedrooms for graduates and 
other supervisory employees; rooms 
for students; suite for the director; 
and adequate amusement areas and 
facilities. 

Normally the teaching and a por- 
tion of the social areas will be located 
on the lowest floor if proper natural 
light and ventilation are available 
there. Administration and the rest of 
the social areas will then be located 
on the main floor, and living quarters 
on the other floors of the building. It 
is advantageous to arrange the living 
quarters to permit reaching any room 
from any other room without the 
necessity of traversing administration 
and social areas. 


Where toilet and other facilities are 
not furnished in individual rooms, 
they should be supplied in accordance 
with the following minimum ratios: 
one toilet to 5 students; one lavatory 
to 4 students; one combination bath 
and shower to 7 students or one 
separate shower to 14 students. For a 
complete nurses’ residence with ade- 
quate teaching and recreation areas 
but no dining room or kitchen areas, 
a minimum of 300 square feet of floor 
area per resident is required. 


In rare instances, quarters for grad- 
uate nurses may be required when 
there is no nursing school connected 
with the hospital. This should not be 


considered unless living accommoda- 


tions for the nurses are not available 
elsewhere. If such a building is con- 
sidered, class rooms, laboratory, as- 
sembly room and gymnasium de- 
signed for students, may be elimi- 
nated. 
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Editarials 


ye _ on TVhursing 


We again speak of the shortage of nurses. For 
the general hospital, and perhaps even more 
acutely for tuberculosis and mental hospitals, no 
problem is more pressing. Each day the adminis- 
trator sees fewer nurses trying to fulfill a growing 
individual assignment. One year ago, materials 
shortages were of greatest concern. Now for the 
hospitals and for the nation, manpower is the re- 
strictive factor. 


The Nursing Supply bill represents an effort to 
increase the number of nurses available. It should 
be of material assistance, although results cannot 
be attained rapidly. 


Nurse recruitment campaigns carried on by 
many agencies, but particularly by the National 
Nursing Council for War Service, should do much, 
together with the Nursing Supply bill, to insure 
the training of new personnel. These efforts are 
only part of the program, however, proper dis- 
tribution of nurses and the use of subsidiary 
workers are important, and in some instances give 
promise of more immediate—if less substantial— 
assistance. 


In the current issue of the American Journal of 
Nursing an editorial reflects the responsibility felt 
by nurses toward these problems. Under the cap- 
tion, “Is a Nursing Craft Needed?” the editor ad- 
vises: “We have great need of nursing service and 
of professional nursing care. Has not the time ar- 
rived when the nursing profession should cour- 
ageously accept greater responsibility than it has 
yet done for analyzing nursing needs and for 
equipping workers to meet those needs? This is 
what certain radio programs describe as a sixty- 
four dollar question. It cannot be answered off- 
hand or by a lucky guess. Nor should it be an- 
swered on the basis of emotion or prejudice. 
Professional nurses cannot ignore human need for 
nursing service and merit respect as a profession. 
The war has intensified, it has not created, a prob- 
lem which now demands a solution.” 
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A second editorial, “Have You Thought It 
Through, Private Duty Nurse?”, recognizes the 
loss by hospitals of many graduate nurses to es- 
sential industries and to the military services. 
The number of private duty nurses in cities of over 
200,000 population was slightly greater in the year 
1942 than in 1941. These nurses are urged to take 
stock of their present responsibilities, and consider 
where they may best serve. For the 65.7 per cent 
who are under 40 years of age, the needs of the 
military services are emphasized in order that hos- 
pitals may not be depleted further. 


The times require clear thinking such as this, 
not only from the nursing and medical professions, 
but from all those interested in the maintenance of 
proper hospital care for the armed services and 
for the nation. 





eo 
++ 


Keeping the - ews P. repared 


The Board of Trustees and Committee on Co- 
ordination of Activities transacted business at 
their June meetings which is of long range sig- 
nificance to all members of the American Hospital 
Association. No one could have participated in 
those meetings without recognizing how great are 
the problems facing hospitals today, and how great 
the opportunities for an effective Association. 


Minutes of the trustees’ deliberations, a report 
on which will be found in this issue, give some 
measure of the accomplishments of these officers. 
It is a program of some consequence, including 
several timely new studies. 


Council chairmen were able to give detailed re- 
ports of participation in many government pro- 
grams relating to the war, and actions with other 
associations in the health field. Probably no one 
who has not had a hand in such activities can ap- 
preciate the amount of time and energy required 
of these men. 


This work is done by members who are hospital 
superintendents with full-time obligations at 
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home, yet they manage somehow to devote large 
efforts toward assisting hospitals as a group. Trus- 
tees and council members alike recognize the 
urgency of preparing for the post-war world as 
they wrestle with these current problems. It is a 
challenge that must be met, and one which is 
rightly viewed as requiring more than can be 
handled adequately on a strictly voluntary basis. 


The facilities for a new and more extensive at- 
tack have not been available before now. It is the 
providing of these facilities that, more than any- 
thing else, concerns the officers today. The Asso- 
ciation’s greatest achievements await an enlarge- 
ment of activities that is to equal the opportunities 
at hand. 


Cooperation atth hie Cas 


The Committee on Blue Cross Plan Approval of 
the American Hospital Association has recently 
sent to all hospitals that are institutional members 
of the Association and to hospital service plans 
that are Type IV institutional members, a letter 
asking very definite questions bearing on the work 
of the approval committee. Most recent statistics 





show that in this country of approximately 130,- 
000,000 people, slightly fewer than 12,000,000 are 
covered by Blue Cross Plans. This is a significant 
percentage, but not one which would alone be con- 
vincing as indicating acceptance of the voluntary 
hospital service program. 


The Wagner Health Bill, introduced into both 
Senate and House, calls for an extension of social 
security taxes and benefits. It includes hospitaliza- 
tion and medical care as part of a compulsory 
“health insurance” program. 


Although subscribers to Blue Cross plans are in- 
creasing monthly, results to date do not show that 
the value of that program has as yet been effec- 
tively presented to a sufficient number of the citi- 
zens of this country. Members of the approval 
committee and others acquainted with the de- 
velopment of Blue Cross believe that hospitals 
can best insure the necessary increase in coverage 
under Blue Cross. Every hospital has a definite 
responsibility in this program. The Association is 
on record in support of its extension. 


This is an educational program of which the 
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recent mailing by the approval committee is part. 
No hospital should fail to cooperate with the Com- 
mittee nor fail to realize its much greater responsi- 
bility for the successful development of the Blue 
Cross program. 





+ 


_Appreciation to yf ee 


Nurses, doctors and hospital superintendents 
need not be told of the personal satisfaction of 
service in the hospital. Hospital workers should 
receive adequate compensation. Yet the relation- 
ship of service and the dependence of the patient 
on a full measure of devotion from the worker are 
factors which defy accurate compensation in ma- 
terial wealth. 


The willingness of women and men of the coun- 
try to assist hospitals as volunteers is another evi- 
dence of this very different relationship between 
those who give and those who receive within the 
hospital. The satisfaction which the volunteer at- 
tains in giving his or her services is a challenge 
to the full-time hospital worker to remember that 
this is not wholly a materialistic relationship. 


On the other hand, the acceptance of this de- 
voted service by volunteers places a responsibility 
on the administration of hospitals. It is very easy 
in these busy times to accept such devotion thank- 
fully, and yet put off until tomorrow some con- 
crete expression of appreciation. Not only is such 
delay a lost opportunity for better public relations, 
but it is not fair to the volunteer. Every superin- 
tendent should consider it an obligation to see that 
the paid workers express this attitude in their re- 
lationships with volunteers. He is missing a great 
opportunity if he does not regularly, either to the 
volunteers individually, or as a group, reiterate 
the hospital’s appreciation. 





ee for ee a 
Dependents 


The federal government has initiated a program 
of maternal and pediatric care for the dependents 
of members of the armed services. The act pro- 
vides that federal funds be administered by each 
of the 48 states and specifies that details of re- 
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muneration to hospitals and doctors be established 
on’a statewide basis. The Federal act is so worded 
as to imply that without question the federal gov- 
ernment expects to pay cost of hospital care. In- 
deed, it would be hard to find any reason for any 
other program, particularly since the act also pro- 
vides that qualifying families shall receive full 
‘care without additional charge for hospital and 
medical service. 


More than half the states have developed defi- 
nite schedules of payment to hospitals. In some 


states these have been worked out after consulta- 
tion with the state hospital association. In others, 
the state health department or children’s bureau 
or other responsible agency has submitted the 
plan to hospitals as an accomplished fact. Those 


plans developed in such a fashion often ignore the 
need of reasonable payment to hospitals. While 
there is no desire to limit in any way the service 
given to dependents of men in the armed services, 
nonetheless, there appears to be no reason why 
the Children’s Bureau of the federal government 
should not in this case, as in its recently an- 
nounced program for other types of cases meet the 
cost of the service. 


It is recommended that hospitals which have de- 
veloped a program that does not seem to be real- 
istic might well arrange through their hospital 
association to discuss the matter with the appro- 
priate state agency. It might have been wise, had 
state agencies understood the advisability of such 
consultation before establishing a definite plan. 


Medical Manpower ‘inl ~ Hospitals 


Hospitals and the medical profession of the 
United States have cause for pride in furnishing 
to the armed forces a medical organization that is 
in no small degree responsible for the record- 
breaking low death rate, during the first eighteen 
months of global war. Death has claimed less than 
two-tenths of one per cent of the total number of 
fighting men, as reported to the people through 
the press recently. The Army further reports that 
approximately one-third, or something over 5000, 
of those wounded have been so thoroughly re- 
habilitated that they have already been returned 
to active duty. 


To continue the excellent medical service that 
is reducing to a minimum the deaths and disabili- 
ties among our fighting men medical service at 
home must of necessity be curtailed. Nevertheless, 
civilian needs must have due consideration. Behind 
the fighting army must be a strong industrial army 
producing war materials, and another army fur- 
nishing essential services. 


The Procurement and Assignment Service has 
an over-all conception of the medical needs. It 
recognizes that care of sick and injured civilians 
is a mounting responsibility as the working army 
expands, and that higher birth rates and crowded 
living conditions tend to increase the demand for 
hospital service. In its dual responsibility to the 
military forces and the civilian population, it is 
confronted with the impossibility of fully satisfy- 
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ing both. Compromise is the only alternative. This 
fact must be accepted by hospitals, and their atti- 
tude must be one of cooperation. 


Compliance must be given, unless the circum- 
stances are very unusual, to the request to get 
along with half the numbers of residents a hospital 
had on July 15, 1940. This is a compromise ruling 
—the armed forces really want, and really need, 
all of the residents. On the plea of the Procurement 
and Assignment Service that civilian hospitals 
would be too severely handicapped if all were 
taken, the compromise was agreed upon. 


Although under the accelerated medical educa- 
tion program, the number of interns will be in- 
creased, no actual increase in medical service will 
result because the number of residents available 
will be decreased. Since the allocation of interns 
and residents has been limited mostly to hospitals 
approved for internships and residencies, it is rec- 
ognized that difficulties are being experienced by 
some 1800 or 2000 hospitals not approved for in- 
terns and residents. It should be remembered that 
even before the war, there were not enough men 
to fill the 8300 approved internships and the 5800 
approved residencies, to say nothing of the de- 
mands of the hospitals not approved for training. 
An estimated 1000 physicians were employed as 
paid house officers in hospitals. An additional 2000 
physicians are now needed as paid house officers 
in hospitals not approved for intern or resident 
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training, or approved only for interns, where 
shortage of the regular staff and a marked increase 
in the number of patients hospitalized exists. 


The special needs of these hospitals are being 
carefully studied by the Procurement and Assign- 
ment Service, working through the subcommittee 
on hospitals, and with the cooperation of the Amer- 
ican Hospital Association. Relief measures should 
result, although it is obviously not within the 
power of any agency to remedy the acute shortage 
that exists. 


An honest and fair appraisal of its present medi- 
cal personnel situation, including complete infor- 
mation on the hospital work load, type of patients, 
number of attending physicians, and the present 
number of resident physicians employed, should 
be furnished to the Procurement and Assignment 
Service. This will give a picture of the medical 
manpower needs on which to base recommenda- 
tions to the Army and Navy for deferment of 
physicians. 


It should be understood that the Service cannot 
grant, but can only recommend, deferments. Be- 
fore asking deferments, the hospital should ex- 
haust every means of meeting the situation. 
Nursing and medical service should be integrated, 
and graduate nurses should be relieved of all but 
professional nursing duties. Service given the hos- 
pital by the visiting staff should be appraised, with 
the thought that possibly the added service of an 
hour or more a day per member will do much to 
relieve the strain on the depleted resident staff. 
Effort should be made in some cases to obtain 
house physicians who are not eligible for military 
service, bearing in mind that the hospital today 
is competing with industries and lucrative oppor- 
tunities in private practice, and must offer induce- 
ments and attractions to obtain competent men. 


If there seems to be discrimination in favor of 
the teaching hospitals, it should be realized that 
the Army and the Navy have a large stake in 
teaching programs at this time. Incidentally, in 
this connection, it should be borne in mind that 
assurance of opportunities to receive some train- 
ing, even in the non-teaching hospitals, is an in- 
ducement in obtaining house physicians. 


Certain groups and individuals have expressed 
a feeling that the distribution of available person- 
nel is not as equitable as it should be, but they are 
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assured that this is the endeavor, after due con- 
sideration of all the factors in a situation. These 
include the effort being made by the hospital to 
teach and train personnel, to strip service to essen- 
tials, to cooperate with other hospitals by inter- 
change of personnel and other measures, and to 
inculcate in its staff appreciation of the fact that 
during this war period service by the clock is 
slacker service—time and energy must be gener- 
ously given by every member in helping his ut- 
most to win this war on all fronts. 


The Procurement and Assignment Service is 
counting on the support of hospitals in this emer- 
gency to cooperate in the fair rationing of medical 
services for the good of all our people. 





Today Building P. Bias 


Under today’s circumstances, we believe the 
special section on construction in this issue of 
HOSPITALS is of considerable importance. Here 
for the first time the several basic principles of 
hospital building have been gathered into a single 
text and thoroughly illustrated. 


The material is not new to hospital architects 
and consultants. Rather it is a compilation of fun- 
damentals, with which superintendents and trus- 
tees should be familiar in order to deal satisfac- 
torily with architects and consultants when a 
building program is to be undertaken. 


These suggestions and plans summarize the best 
current thought on the building of hospitals for 
efficient operation. They have extra value in that 
they come from the U. S. Public Health Service. 
Authors Neil F. MacDonald and Marshall Shaffer 
have drawn on their agency’s vast resources, have 
submitted their material for approval by a score of 
recognized authorities, and have worked under the 
direction of Dr. V. M. Hoge, surgeon-in-charge of 
the hospital facilities section. 


The contents of this special section will be incor- 
porated in a future government publication. 


Communities in which hospital trustees today do 
not anticipate an expansion of plant are extremely 
few. We believe these trustees and their superin- 
tendents will find this work of the U. S. Depart- 
ment of Public Health invaluable as a preparatory 
textbook. 
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Temporary Dormitory 
Clears a Bottleneck 


In Nurse Training 
D. A. ENDRES 


Superintendent Youngstown Hospital Association 


TEMPORARY dormitory for student nurses, 
A built mostly of non-critical materials, ap- 
pears to have solved a problem for the 
Youngstown Hospital Association which recently 


threatened to handicap its necessarily expanded 
service. 


The Association operates two hospital units, one 
on the south side of the city and one on the north 
side. In order to train students in the school of 
nursing it is necessary that they be rotated be- 
tween these two units. The large increase in the 
number of student nurses, due to war, produced 
a badty crowded condition at the North Unit when 
these girls began to rotate through the services 
there. This occurred in the late fall of 1942. After 
an analysis of the situation, it was decided that 
the only solution to the problem was to build a 
temporary building. 

The decision to make this structure temporary 
was based on two factors: It was felt that when 
the war was over it would not be necessary to 
have as large a student body as is now in training; 
and, under war conditions, it would be impossible 
to build anything of a permanent nature. 


The design for this building was based on bar- 
racks being built at army and ordnance plants for 
either hospital or officers’ quarters. Very few crit- 
ical materials were used in its construction, the 
majority being in the central bathroom and in the 
wiring for electric lights. It was necessary to 
obtain a project priority for this building, which 
was not difficult because of the small amount of 
critical material involved. 


Elegance in non-critical plasterboard. 


A frame structure 76 by 38 feet was erected on 
cement block piers, after the top soil had been 
scraped off in order to eliminate the hazard of the 
air space being a breeding place for mosquitoes 
during the summer months. The building was di- 
vided into thirteen double rooms, with one central 
lavatory. 

Interior walls were made of plaster board, as 
were the ceilings, and a wainscot of plywood about 
four feet in height was placed around the rooms. 
The hardwood floor and the ceiling were laid be- 
fore any partitions were erected, so that if desired 
when the present need for this building is over, the 
partitions can be moved and the building used as 
a storage room or sold for that purpose. 

A tunnel between the hospital and the nurses’ 
home supplied the means of access to this building 
and also furnished various service lines for the 
heat, water and light. 


This building has relieved the congestion at the 
North Unit as it houses twenty-six student nurses. 
Upon completion and occupancy, it was found to 
be very comfortable, the rooms being as desirable 
as those in the regular nurses’ home. 


coe 


Nestled among the shrubs, a temporary nurses’ home that will be a storeroom some day. 
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Reporting From Washington 





The Wartime Service Bureau 


HEN President Roosevelt signed the Bol- 
WV tcxzater Act, establishing the Student 

War Nursing Reserve, a far-reaching ef- 
fort to relieve the nurse shortage became a law. 
This program opens to hospitals, which conduct 
training schools for nurses, federal aid in the train- 
ing of student nurses. It was drafted with the full 
cooperation of nurses’ training institutions, hos- 
pitals, the nursing profession and governmental 
agencies concerned. 


Lucille Petry, on leave of absence as dean of 
the Cornell University School of Nursing to the 
staff of the U. S. Public Health Service, has been 
appointed director. She will have as associate di- 
rector, Mrs. Eugenia K. Spalding of the Nursing 
Education staff of the U. S. Public Health Service. 


Rules governing the reserve, and standards of 
operation, are being drafted at a series of meetings 
that started June 25, under the direction of Dr. 
Thomas Parran, surgeon general, U. S. Public 
Health Service. 


Regulations for postgraduate and refresher 
courses under the Bolton-Bailey Act will be sim- 
ilar to those that have been in operation under 
the “Training for Nurses” (National Defense) law. 


Payment to student nurses will be made through 
schools of nursing on the basis of the plan sub- 
mitted by these schools to the surgeon general, 
U.S.P.H.S., and approved by him. The bill sets 
forth fully the requirements which must be in- 
corporated in the plan. Final amendments voted 
follow: 


That for the purpose of assuring a supply of 
nurses for the armed forces, governmental and 
civilian hospitals, health agencies, and war in- 
dustries, there are hereby authorized to be ap- 
propriated sums sufficient to carry out the pur- 
pose of this act—provided that there shall be 
no discrimination in the administration of the 
benefits and appropriations made under the re- 
spective provisions of this act, on account of 
race, creed or color. 


Reasonable maintenance provided pursuant 
to section 2 for the first nine months of their 
course of study and training,—to the extent 
that such maintenance is not compensated for 
by the value of their services during such 
periods. 
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Section 8, There shall be no discrimination 
against any institution on account of the size 
thereof or the number of nurses employed or 
student nurses training therein. 


e e e 

Special Diets 

The onerous problem of providing special diets 
under food rationing regulations is now getting 
official attention. The following statement by 
Archie M. Palmer, associate director, food ration- 
ing division, Office of Price Administration, ex- 
plains: 


“For several months the Office of Price Adminis- 
tration has been conducting investigations and 
studies in collaboration with medical authorities, 
hospital administrators and dietitians in an effort 
to develop a uniform procedure for granting these 
supplemental allotments to hospitals and for de- 
termining the amounts required for specific dis- 
eases. It is expected that an early announcement 
will be made of the complete definitive plan. 


“In the meantime, a provision in the regulations 
(Section 11.6 of General Ration Order 5) should 
enable hospitals to obtain the necessary supple- 
mental allotments, so that no patients shall suffer 
from dietary deficiéncy. Local war price and ra- 
tioning boards are authorized to grant these sup- 
plemental allotments in the amount which they 
find necessary to meet the dietary requirements 
of the patients living and receiving care in the 
hospitals and similar establishments, whether or 
not such patients are on special diets. 


“No supplemental allotments for hospital em- 
ployees may be granted under this provision; they 
are treated the same as any household consumer 
or patron of a public or private eating place. 


“In determining the amount of the supplemental 
allotment of processed foods and the commodities 
covered by Ration Order 16, the local board will 
take into consideration the availability of fresh 
fruits and vegetables, unrationed substitutions 
such as poultry and fresh fish, and the physical 
facilities of hospitals to process and store such 
foods. 


“When applying for their July-August allot- 
ments of rationed foods, hospitals needing supple- 
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mental allotments to meet the dietary require- 
ments of their patients should call the attention 
of their local boards specifically to the provisions 
of Section 11.6 of General Ration Order 5. 


“On June 2, canned, evaporated and condensed 
milk were included among the foods rationed un- 
der Ration Order 16. Although this action is de- 
signed to reduce drastically the use of canned 
milk whenever a satisfactory substitute is avail- 
able, priority in its use is given to infants and 
invalids on special diets prescribed by their phy- 
sicians.” 

e 


Special Diet Committee 


The problem of fitting special dietary needs into 
a rationing program has been put up to a com- 
mittee of physicians and specialists, the War Food 
Administration announced on May 24. 


This committee has been detailed to study pro- 
cedure for obtaining certification by physicians of 
invalids and persons with specific diseases who 
require extra food, to determine the qualifications 
of those who may certify to the need for extra 
food, and to determine what quantities of what 
rationed foods are required for which specific dis- 
eases. It will also advise the Office of Price Ad- 
ministration on appeals from local rationing 
boards. 


Chairman of the committee is Dr. William D. 
Stroud of the University of Pennsylvania School 
of Medicine. Committee members are: Dr. Clark 
W. Finnerud of the University of Illinois School 
of Medicine, Dr. Gilbert J. Levy of the University 
of Tennessee College of Medicine, Dr. Alton Ochs- 
ner of the Tulane University School of Medicine, 
Dr. Cecil Striker of the American Diabetic So- 
ciety, Dr. Claude W. Munger of St. Lukes Hospital, 
New York, Dr. Philip S. Owen, formerly of the 
Harvard Medical School, Dr. Fred L. Adair, re- 
cently of the University of Chicago Department 
of Medicine, and Dr. W. W. Palmer of Columbia 
University College of Physicians and Surgeons. 


New Tax Law 


The new Withholding Tax Bill became a law on 
July 1. Since June 3 when Congress, climaxing five 
months of bitter legislative battling, adopted the 
compromise pay-as-you-go-go plan, much has been 
dispatched from Washington on this new federal 
law. An interpretation of how it affects hospitals 
was published in Bulletin 8, Wartime Service Bu- 
reau. As in social security and victory tax legisla- 
tion, the burden of collection rests mainly with 
the employer. After basic exemptions are made, 
20 per cent of wages and salaries will be taken 
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from the payroll check, regardless of the time and 
manner of payment. 


e 
Film Shortage 


There continues to be a shortage of x-ray 
film for hospital use. Priorities no longer apply to 
this particular commodity. A recent inquiry by the 
bureau revealed that the total supply remains 
about 30 per cent below normal. The entire out- 
put of one of the largest manufacturers is taken 
by the armed services. 


In this connection, the War Production Board 
has just issued an information bulletin on the use 
of cotton linters which helps to explain. Linters 
go into the cellulose base of all photographic film, 
it is pointed out, and the Army’s film requirements 
have increased “more than ten times since the 
war.” 


“Industry also needs tremendous quantities of 
x-ray film,” says the bulletin. “Castings rolling off 
the production line with greater speed than ever 
before are most efficiently inspected by x-ray.” 


Deferable-Nondeferable 


One question, unanswerable so far, has been 
put to the bureau by a Kansas sanitarium busi- 
ness manager. He is threatened with the loss of 
two accountants to the military service, fears he 
will be unable to replace them, and can get no 
satisfaction from the local draft board. 


These occupations are not listed as non-defer- 
able. The board holds this does not necessarily 
mean they are deferable. The bureau has been 
unable up to now to get a clarifying statement 
from Mr. McNutt. We can only advise appeal of 
the local board’s decision. The employer’s appeal 
should be accompanied by an appeal from the em- 
ploye. Other hospital superintendents have had 
success with such a procedure. 


Hospital Truck Tires 


A purchasing agent in the East has had trouble 
getting tires for his hospital’s trucks. The local 
War Production Board has told him that he must 
make a PD-1A application. At the War Production 


Board here, we are informed that the local board 


is in error. We have advised this inquirer: 


“You should be able to obtain tires for your 
trucks without a PD-1A, or without any priority 
rating, since L-111 does not apply to hospital 
supplies. You should merely state on your order, 
in a separate paragraph, that the tires are espe- 
cially for use on the hospital premises. 


“If the manufacturer refuses to ship on this 
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basis, his name should be reported to L. P. Best, 
office of rubber director, Room 4106 Municipal 
Center, Washington, and he will see that the manu- 
facturer is encouraged to ship without any special 
arrangements.” 


Milk on Sunday 


Hospitals need no longer do without milk de- 
liveries on Sunday. Wholesale deliveries are au- 
thorized by amendment No. 3 to ODT general or- 
der No. 17. 


Uniform Reports 


One form of relief for which hospital superin- 
tendents have been looking with increasing anx- 
iety may be on the way. The Children’s Bureau of 
the Department of Labor has undertaken to do 
something about the endless chain of statistical 
reports requested—and often required—of the 
average hospital. 

It has opened discussions with a representative 
of the American Standards Association of the pos- 
sibility of developing a uniform method of report- 
ing costs, occupancy and other pertinent data. 
The goal, according to Dr. Edwin F. Daily, is one 
which will answer all purposes and require prep- 
aration but once each fiscal year. 


e e e 
More Recruiting 


Success of the work of the women in uniforms 
has far exceeded expectations and plans are being 
formed for early intensified recruiting by all aux- 
iliary branches of the armed services. 


& é e 
Vitamin A 


All reports and communications relating to the 
use of Vitamin A should be addressed to the chem- 
icals division of the War Production Board, instead 
of the health supplies branch as originally pro- 
vided. Limitation Order L-40 of the WPB, calls 
for the restriction of contents of Vitamin A in 
preparations for human and animal consumption. 


& e ee 
Essential Gasoline 


The Office of Price Administration recently took 
steps to assure adequate supplies of gasoline for 
vehicles performing services essential to the pub- 
_lic health and safety in localities where gasoline 
shortages develop. 


In this action OPA moved to protect specifically 
the necessary operations of doctors’ cars, ambu- 
lances and hearses, and vehicles with equipment 
necessary to fire fighting and police services in 
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the course of any future emergency which may 
develop. 

Coupled with this announcement, the Office of 
Defense Transportation released a complete re- 
vision, on the basis of the degree of essentiality, 
in the list of industries to be accorded preferential 
treatment. 

In announcing the revised list, the ODT again 
emphasized that even those carriers whose serv- 
ices are listed as essential will not be granted addi- 
tional gasoline unless they are utilizing their 
vehicles to the fullest extent possible. 

Any eligible operator, who does not qualify for 
additional gasoline, and has not yet begun to cut 
his consumption by at least 40 per cent, risks a 
breakdown in his operation during the last por- 
tion of current quarter, the ODT warned. 


The present commercial vehicle ration period 
has been extended by 25 days, and operators 
should now be “stretching out” their gasoline allot- 
ment through reduced operations to insure being 
able to operate during the additional period. 

e e e 
Price Revision 

Temporary manufacturers’ ceiling prices for 
syringes, catheters and similar rubber drug sun- 
dries made of neoprene, a synthetic rubber, have 


been put into effect until September 30, before 
which date OPA expects to revise and possibly 


- lower them in some instances. 


Some bulbs and bulb goods made of natural 
rubber will be available still, OPA said. The fact 
that the major production of syringes and surgical 
rubber tubing will be of neoprene may, however, 
prove less costly to the consumer in the long run, 
because neoprene is said to have better aging 
qualities than natural rubber and is more resistant 
to oily substances. 


Long Blankets 


Wool blanket manufacturers will be able to con- 
tinue to make 90 inch blankets required by the 
Army and Navy, particularly for hospital use, as 
the result of a revision of Conservation Order 
M-298. 


New Address 


The nursing supply and distribution unit of the 
War Manpower Commission is now located at 1778 
Pennsylvania Avenue, N. W., Room 602. Com- 
munications to the Unit should be addressed to 
“Miss Alma C. Haupt, Chief Nursing Supply and 
Distribution Unit, Bureau of Placement.” 
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already have organized men volunteers, 
inquiries received at the New Haven Hos- 
pital indicate that a great many others are still at 


"Saget a score or more of hospitals 


the stage of planning to 
do so. These inquiries 
have come from every 
section of the country, 
asking whether the ex- 
periment has been suc- 
cessful and, if so, how 
such an organization 
should be started. 


The program has dem- 
onstrated that it is prac- 
tical as a method of as- 
sistance in easing the 
hospital manpower short- 
age. It has likewise bene- 
fitted the hospital by 
serving as an excellent 
current and long-range 
opportunity to strengthen 
favorable relations be- 
tween the hospital and 
the community. Further, 
the organization of a 
men’s volunteer corps 
has presented the un- 
equalled chance for the 
hospital to gain an ob- 
jective point of view of 
ways and methods from 
men who are successful 
in management outside 
the hospital field. 


It was six months ago, 
on November 25, 1942, 
that the New Haven Hos- 
pital Men’s Volunteer 
Corps got under way. 
Members now number 
150 and the list is still 
growing. They are known 
in the hospital, at home, 


in their clubs and at their offices as MV’s. 


As these men have gone about their varied jobs 
in the hospital, they have asked many questions 
and expressed pertinent opinions. Interested hos- 
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Six Months of Success With Men Volunteers 


RICHARD O. WEST 
Director of Public Relations The New Haven Hospital 











pitals have framed dozens of other questions in 
seeking aid for the start of their utilization of 
volunteer men. Out of these accumulating experi- 
ences of six months have emerged several gen- 


eral observations. 


A sound organization 
is predicated on at least 
three fundamental fac- 
tors: Real need; selective 
basis of membership; a 
clearly defined and com- 
prehensive program. Real 
need is more than a rec- 
ognition of the hospital 
as a Number One essen- 
tial in the community. 
Personnel shortage, re- 
sulting from reduced 
staffs, a normal staff com- 
plement carrying an in- 
creased load, or combina- 
tions of the two, should 
be actualities. The tasks 
these men are asked to 
perform should be essen- 
tials and free from any 
tincture of luxury serv- 
ice. In assisting the hos- 
pital in the care of the 
sick, they consider no act 
menial or inglorious. All 
they ask is a chance to 
help with the things that 
have to be done. 


Membership should be 
on a selective basis in 
which public spirit is 
the primary qualification. 
That means the old-time 
neighborliness of a pio- 
neer community. 


The program should be 


built on a thorough anal- 
ysis and exact definition 


of the jobs to be done by volunteers. This permits 
a functional grouping for purposes of practical or- 
ganization and supervision. It leads, moreover, to 
a comprehensive plan. 
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In launching the New Haven Hospital Men’s 
Volunteer Corps, Frederick D. Grave, banker and 
executive board member of the hospital, invited 
twelve men to view the program and act as a 
steering committee. In that group were a teacher, 
Yale’s football coach, a contractor, a men’s wear 
merchant, an owner of an art gallery, and a bever- 
age distributor. 


These men represented no single economic stra- 
tum, were joined by no common civic club mem- 
bership, lacked conformity in social status or re- 
ligious affiliation. But all had demonstrated many 
times a sincere interest in the affairs of their city. 


Each men recommended several other candi- 
dates for membership. All applicants, then and 
now, were reviewed by the Volunteer Corps cre- 
dentials committee and approved by the hospital. 


The work-hour needs of the hospital (related to 
the deficiencies in budgeted man hours) in various 
classifications are explained to prospective MV’s. 
They may serve in any of twelve service units in 
three major divisions. Thus an MV may fit his 
service to his desires for certain types of work in 
the hospital. The hospital is able to utilize the 
abilities of the men in the various phases of hos- 
pital operation. The divisions are professional care, 
property care, and operations. 


Under professional care, the men may engage 
in nursing service, dietary service, technical serv- 
ice and special projects. 


Under property care, they may choose among: 
building and grounds service, supplies and equip- 
ment service, laundry service and special projects. 


Under operations, the choice is clerical and ad- 
ministrative service, ways and means, education or 
special projects. 

To direct the activities of men volunteers is a 
function of the hospital volunteer department. 
The corps is headed by a director and associate 
director who are charged with the overall execu- 
tive duties of the Unit’s management. 


Since the volunteers are governed by general 
policies of the volunteer service and actual job 
supervision is exercised by the hospital depart- 
ment using these men, such a distribution of super- 
visory positions within the corps has proved ef- 
fective in the New Haven Hospital. 


In the beginning it was decided that all MV 
assignments would be made in advance accordng 
to fixed schedules. Work periods were established 
at three hours each. To avoid overlap with meal 
periods, ward rounds, and rest periods, coverage 
was set up for 7 to 10 a.m., 10 to 1 p.m., 3 to 6 p.m., 
7 to 10 p.m., midnight to 3 a.m., and 3 to6am. The 
men were requested to give notice one day in ad- 
vance of absence or additional time. They and 
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PLEDGE OF SERVICE 


I pledge a loyal and wholehearted service to 
the hospital and its patients. I will dignify my 
service with reliability and understanding, 
aware that in the care of the sick and in safe- 
guarding health no act is menial or inglorious. 
I will hold in confidence whatsoever I may 
learn in connection with the patients and the 
hospital. 

I recognize that only the physician is qual- 
ified to diagnose and prescribe; that only the 
nurse is qualified to perform the arts of the 
nursing profession. Therefore I will hold firm 
to the precept that mine is but the responsibil- 
ity to assist. 


(This pledge is signed by every corps member.) 











the hospital both have found this workable and 
desirable. 


Instruction has served a triple purpose. It gives 
the men something of educational value. It helps 
to remove apprehension in performing duties con- 
nected with patient care. Even limited training 


' extends greatly the usefulness of the volunteers. 


In the nursing service units, for example, the 
volunteers have a basic course of eight weekly 
two-hour lecture and demonstration classes and a 
one-hour review meeting once a month. This is 
augmented by individual instructions in the nurs- 
ing divisions by two nursing supervisors. The 
training prepares the MV for over fifty specific 
jobs, such as bed making and preparation of male 
patients for operation. 


When the corps was organized, a distinctive blue 
service jacket was designed with an identifying 
white embroidered emblem. Stars were to be 
awarded, also, for each three months of service 
with an added service bar at the end of one year. 
These seniority awards (white for the professional 
care division, red for the property care division, 
and yellow for the operations division) were made 
to be worn on the left sleeve of the jackets. 


Although the jacket was adopted for the utili- 
tarian purpose of supplying a handy coverall and 
the service stars to distinguish the experienced 
volunteer from the novice, the men continuously 
report that they are conscious of a greater feeling 
of belonging to the hospital when they are in uni- 
form. The MV’s purchase and launder their own 
service coats. 


Accurate records are kept of the date, amount 
of time and location in the hospital where each 
volunteer works. Total hours contributed by the 
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men each month are reported. These work hours 
are compared with the “goal” or coverage on every 
location if all assignment times were filled. Such 
a frank appraisal has appealed strongly to these 
men. 


While an attempt is made to anticipate the or- 
dinary questions which the men will ask, and an- 
swer them in classes, certain information well may 
be incorporated in a concise manual. 


Such a pamphlet might be printed or run off on 
one of the duplicating machines. By way of in- 
troduction, there might be an explanation of the 
corps’ purpose and an organization chart* which 
shows the relationship between volunteer unit and 
hospital organization. Probably there should be a 
brief history of the hospital, an explanation of its 
type and such special characteristics as inclusive 





rates. A lucid floor plan diagram showing the loca- 
tion of equipment used by volunteers would be 
useful. A section could be devoted profitably to 
“hospital conduct,” explaining requirements of 
regular personnel, restroom, meal and smoking 
facilities; professional ethics, and respect of con- 
fidences. The recruits also would be interested in 
knowing about other volunteer activities within - 
the hospital. 


There is every reason to believe that a men’s 
volunteer corps can be organized within the frame- 
work of any hospital. And when it has been, if 
done with intelligent planning, the hospital that 
adds such fighting men to its own fighting forces 
should within six months echo the enthusiasm of 
the New Haven Hospital. 

*A detailed pamphlet “A Guide for the Organization of a Hos- 


pital Men’s Volunteer Corps” is available from the American 
Hospital Association. 





Employees’ War Stamp Program Survives “Turnover” 
LOUIS C. TRIMBLE 


Superintendent Adrian Hospital Association, 
Punxsutawney, Pennsylvania 


Editor’s Note: In reply to a question about methods of 
helping hospital employees to participate in a War Stamp 
program, Mr. Trimble here explains how it was accom- 
plished in his institution. 


During April 1942 several employees asked if it 
would be possible for the hospital office to carry 
a stock of Defense Saving Stamps so that they 
could purchase them without having to go to the 
banks or post office. 


This suggestion seemed of sufficient importance 
to call an informal meeting of all employees and 
a general discussion as to whether it could be put 
on a practical basis. 


Practically every employee present at the meet- 
ing was interested and when asked to sign an 
authorization for pay-roll deduction, in the amount 
that the individual decided to purchase, 77 of the 
80 employees agreed, 14 of them on a basis of 10 
per cent salary deduction and others in varying 
amounts, some feeling that 10 cents weekly was 
as much as they could afford. 


Arrangements were made to purchase the 
stamps through the local postoffice, delivered to 
the hospital weekly and paid for by the hospital 
office with an individual deduction made on the 
following pay day. 


As the hospital has a bi-monthly pay-roll sys- 
tem, the amount deducted varies, as in some peri- 
ods there are three deliveries and in others only 
two. 
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The stamp books are signed by the individual 
employees and are kept in the hospital office, and 
the stamps are pasted in the books when delivered. 


As the books are filled irregularly, it is neces- 
sary to notify each individual when his or her 
book is filled and when it is decided in whose 
name the bond is to be purchased, the filled book 
is taken to the bank, the bond purchased and de- 
livered to the employee. Following this method, 
the employee has a minimum amount of bother in 
securing stamps and bonds and the amount of 
labor devolving upon the office is not great. A de- 
duction slip is attached to each pay check so that 
the individual knows how many stamps have 
been purchased and can keep a record of when 
the book should be filled. 


At the time the plan was started, assistance in 
explaining the details was given us by the Amer- 
ican Legion and the County Salary Allotment 
Committee and when the Minute Man Flag was 
authorized, these organizations together with mem- 
bers of the trustees, the staff and the auxiliary, 
assisted in staging a very attractive ceremony 
which was attended by every employee who could 
be spared from duty. 


Even though there have been many changes in 
personnel since the plan was adopted, more than 
80 per cent of the employees are still purchasing 
stamps, and through their efforts bonds in the 
amount of more than $7000 have been bought. 
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Price Trend of Hospital Commodities 
McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 





MONTHLY INDICES FOR HOSPITALS 


June June June June June 
1936 1937 1938 1939 1940 


ALL COMMODITIES! 73.0 85.4 69.6 66.8 69.2 


Industrial! 71.4 83.6 71.4 72.2 76.4 
Agricultural! 69.3 76.5 56.3 56.0 62.0 
Livestock! 79.9 97.9 75.8 63.8 58.1 
Food Index? 79.9 84.7 73.1 67.6 70.3 


Factory Employment?.. ae —— — — 96.5 102.5 
Factory Pay Rolls?.... be — — — 95.5 107.6 


Cost of Living?............ ; me 97.8 102.8 100.9 98.6 100.5 
41McGill Index 


*Bureau of Labor *Estimated 








as regards the food situation. Huge purchases 

by the Government for military and lend-lease 
shipment have automatically sharply reduced the 
amount available for civilian utilization. The Gov- 
ernment’s goal for 1943 called for a broad expan- 
sion in acreage and yields comparable with and 
even in excess of the bumper 1942 harvest. How- 
ever, the elements have played a strong hand and 
in addition to a siege of unseasonable weather, un- 
precedented floods have cut deeply into the pro- 
spective food production for 1943. 

Prior to this war the United States was on a net 
import basis as regards foodstuffs. In other words, 
more supplies were brought into this country than 
were shipped out. Our great surplus normally con- 
sisted of grains and feeds, the bulk of which is 
converted into meat. If bread grains are to be 
shipped out in volume, then there is no alternative 
other than to witness an abrupt turning point in 
the expanding production cycle of livestock, and 
frankly, we believe this turning point is much 
nearer than most observers expect. Remember 
that due largely to the price factor, production of 
milk, eggs, butter and cheese, is not expanding 
at the desired rate. Huge quantities of vegetables 
are being dehydrated for military and foreign 
shipment. The great danger is that procurement 
for foreign shipment will be overdone, particularly 
in the face of a prospective volume of production 
this year which will fall sharply under preliminary 
expectations. We predict a rather serious shortage 
of foodstuffs before the end of the 1944 growing 
season. 

The powerful farm bloc has merely marked time 
during the past month, deferring a drive for higher 
prices for farm products until the coal issue was 


|’ Is important to maintain a sound perspective 
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settled. Now that labor will receive higher wages, 
the all-clear signal has sounded for a renewal of a 
drive for further manipulation of the price struc- 
ture supporting agricultural commodities. This 
drive in our opinion will be successful, for in one 
way or another farm price ceilings will be raised. 
The forces actively working for a more speedy 
trek toward inflation are not being denied. 
Latest data show that underlying trend of em- 
ployment and purchasing power, without any 
interruption whatsoever, has week by week and 
month after month advanced to unprecedented 
peaks. For a period of months great emphasis has 
centered around the necessity for siphoning off 
excess purchasing power. Here again it is the old 
subject of politics. The public voted last fall for 
a pay-as-you-go tax plan and while Congress has 
finally adopted such a system, yet the tax situation 
is about as confused as before. The truth is that 
the same set of fundamental elements which pre- 
dominated through World War I is also in the 


limelight as regards World War II. We are cogni- 


zant of the fact that the upswing since early 1940 
has not proven as abrupt as in 1916 and 1917, but 
it is the underlying trend that tells the story. Bear 
in mind that the United Nations up to the end of 
1942 had spent around 300 billion dollars which 
was three times the cost of World War I. The 
United Nations in 1943 will spend an additional 
150 billion dollars, bringing the total at the end 
of this year to 450 billion dollars. It stands to 
reason that the radical expansion in note circula- 
tion and bank deposits throughout the world is 
bound to create serious repercussions from a com- 
modity price standpoint, particularly during the 
post-war era. 

Economic problems vary in each nation, and it 
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is well to keep in mind that the fundamental 
principles employed in England and Canada are 
not necessarily the solution to problems that exist 
here. We are too far advanced on the road of 
economic experimentation to head backward. As 
previously stated, there are no signs of any basic 
change in the plans now in force with one major 
exception, that is, as time progresses the tendency 
will be to gear wage rates to living costs. Hence, 
a renewal of advancing commodity prices on a 
more active scale will materialize in the relatively 
near future. Without the aid of effective controls, 
trends must continue inevitably upward. 


Commodity Prices 


No basic change has occurred in the price level 
of commodities in general during the past month. 
The Index for the week ending June 11 was 103.7, 
which compared with 100.7 at the beginning of the 
year, and 97.3 in early June 1942. It is of interest 
to note that the general price advance since the 
outbreak of warfare in the early fall of 1939 now 
measures 63 per cent. Meanwhile, the cost of living 
has moved upward at an accelerated pace and the 
latest figure is more than 24 per cent above the 
levels prevailing in late 1940 and are the highest 
for any period in 16 years. Eventually the present 
unworkable price system will be scrapped and a 
more logical policy substituted which will base 
price fixing at the source of the supply rather than 
at the tail end of the line where the loose ends 
cannot possibly be tied together. 


Drugs and Chemicals 


There is no acute shortage of drugs and chemi- 
cals, but it is quite apparent that the statistical 
position is steadily strengthening. There is a limit 
to any stimulation in the output: First, because of 
restricted producing capacity, and second, because 
of the growing manpower shortage. Incidentally, 
while the supply of quicksilver is adequate to cope 
with aggregate demand, yet production is begin- 
ning to fill the limited supply of labor on the 
Pacific Coast. 

Paper Products 


The over-all rate of paper production during the 
first four months of this year should not be con- 
sidered a criterion for the closing half. Supplies 
have moved rapidly into consuming channels. 
Statistics show that receipts of wood pulp by paper 
mills this year have dropped 22 per cent below the 
corresponding period of 1942. It is estimated that 
by the closing months of this year receipts will be 
25 per cent lower than a year earlier. Under such 
conditions paper production has no alternative 
other than to follow suit. Frankly, a basic change 
in the supply-to-demand ratio is directly ahead 
which will require the imposition of more rigid 
restrictions as regards consumption. This month 
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price regulations were clarified by new Price Reg- 
ulation No. 400. However, further price changes 
are in prospect with the trend inescapably upward. 


Cotton Goods 


Stocks will remain subnormal because of the 
heavy military and essential demand. Supplies are 
not available for civilian use in pre-war volume 
and the market is destined to work into a tighter 
supply situation in the near future. Labor short- 
ages will become of increasing importance during 
the balance of the year, and it is our contention 
that ceiling price adjustments will have to be made 
in order to maintain peak production. Supplies of 
cotton goods for civilian use in retail channels are 
declining, and distributors are finding it difficult 
to obtain replacements. A stronger statistical 
status is clearly indicated, and a protective pur- 
chasing policy for all types of cotton finished goods 
should be followed. 


Fuels 


Although wage negotiations will probably con- 
tinue for another several weeks, it is very unlikely 
that another strike will interfere with production. 
It is estimated that the recent work stoppage cost 
the country approximately three million tons of 
coal. However, now that the industry is on a six- 
day-work week the deficit can be readily made up, 
and we believe that the production goal for 1943 
will be achieved. 


Total supplies of heavy fuel oils continue rather 
sharply below year-earlier figures despite the fact 
that refining operations have been adjusted to 
yield a larger supply. The prospect of an expansion 
in military operations in Europe makes it logical 
to expect that a further drain on these supplies 
will take place before the end of the year. The 
supply of light fuel oil is slightly larger than a 
year earlier, and on the basis of a rationing pro- 
gram for household use in the same area which 
was covered last winter, the prospective supply 
appears large enough to meet the demand. This is 
assuming that it will not be necessary for addi- 
tional oil users to convert to coal. Once flood dam- 
age to pipe line and rail facilities is repaired, the 
supply situation in the East Coast area should 
slowly improve. 


The tight gasoline supply situation in the East 


‘Coast area which has been witnessed in the past 


month will not be alleviated in the immediate 
future. As a matter of fact, there is considerable 
reason to believe that restrictions on use will 
spread to adjacent areas. 


Groceries 


While a subsidy plan is under way, this phase 
is not the answer to the present problem because 
lower prices for a handful of basic commodities 
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will not forcefully affect the cost of living. To 
illustrate, on the present basis of rationing, each 
» individual in the United States will save only 36 
cents per year on the lower cost of coffee. Further- 
more, there is powerful Congressional objection to 
the subsidy idea. As stated at the outset, there is 
considerable danger of an acute food shortage be- 
fore the 1944 harvest. One basic way to stimulate 
output ta a maximum degree is to broaden profit 
margins which in the final analysis means higher 
price levels. Equally important, the underlying 
trend of producing costs are inescapably upward. 
The cost of foodstuffs is bound to move moderately 
yet steadily upward. 


Dairy Products 


The Government will support the wholesale 
price of butter at a level equivalent to 46 cents 
per pound, Chicago basis, until June 30, 1944. Pro- 
duction has increased along seasonal lines permit- 
ting an upswing in cold storage holdings although 
the volume remains under the five-year average. 
The Government is now withholding 50 per cent 
of production. Supplies will be adequate for civi- 


lian use on the present rationing system. No 
seasonal price fluctuations are in prospect. 


Production of cheese this year has failed to equal 
the record volume of 1942. Cold storage holdings 
have declined sharply under the previous five-year 
average. The Government this month and next will 
take over 75 per cent of the cheddar cheese pro- 
duction. Total civilian per capita consumption will 


drop 10 per cent below last year’s record. Civilian 


rationing is tightened. 


Cold storage holdings of eggs on May 1 totaled 
6,214,000 cases as compared with a previous five- 
year May 1 average of 3,514,000. There are several 
major points: First, a large proportion of the sup- 
ply now in reserve will be taken over by govern- 
ment agencies. Second, poultry men are now ad- 
vised not to expand flocks because of the uncer- 
tainty over the feed supply. Third, production will 
decline to a seasonal low point in November, and 
supplies for civilian use will be short by the clos- 
ing months of this year. Prices will hold firmly at 
maximum levels, and inventories should be main- 
tained. 





Children’s Bureau Policies on Hospital Pay Take Effect 


Beginning July 1, a stream of payment arrange- 
ments, worked out among individual hospitals and 
state agencies, was expected at the Children’s 
Bureau of the Department of Labor, Washington. 
These are the agreements by which hospitals re- 
ceive federal reimbursement for care given under 
the “crippled children’s” and “maternal and child- 
health programs” of the Social Security Act. 

Federal policies governing the arrangements 
were drawn up last year and since have been re- 
vised. In this form, they went into effect July 1. 
The Children’s Bureau requires that hospital care 
be purchased “at a rate not to exceed the ward 
cost per patient day” as calculated by each hos- 
pital on a formula established by the bureau. 


The formula was explained in detail in a memo- 
randum issued to the state agencies which admin- 
ister these federal funds on last March 15. The 
following material was included by way of ex- 
planation: 


“These ward costs per patient day are to be 
inclusive of all operating costs for in-patient hos- 
pital care, including operating room, drugs and 
casts, laboratory, x-rays, anesthesia, physical 
therapy and other services rendered by individuals 
who receive salaries, fees or commissions from the 
hospital for such services. 

“Extra charges may*be made for appliances and 
for a very few infrequent and expensive items 
such as the purchase of blood for transfusion. The 
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statement of operating expenses should exclude 
all expenditures for educational and religious 
purposes, research, the value of donated or volun- 
teer services, out-patient services, replacement of 
equipment, depreciation of buildings or equip- 
ment, rent, interest and other no-hospital operat- 
ing expenses, such as gift shops, lunch counters, 
and so forth. 


“Payments per patient day for ward care after 
14 days’ hospitalization for any individual shall 
not exceed 75 per cent of the calculated ward cost 
per patient day, unless the average length of stay 
for the hospital is longer than 14 days, in which 
case the 25 per cent reduction in rate should apply 
for the period of hospitalization of an individual 
beyond the average length of stay in the hospital.” 


The Children’s Bureau fixes no ceiling on the 
ward cost per patient day, but states that if some 
hospitals appear to establish excessive costs, the 
state agency “may wish to establish a maximum.” 


If a hospital is unable to supply the statement 
required, the state agency is told to advise it to 
employ a public accountant who will familiarize 
himself with the manual of the American Hospital 
Association, “Hospital Accounting and Statistics.” 


When these statewide plans have been submit- 
ted, it is the purpose of the Children’s Bureau to 
study them and on the basis of this year’s ex- 
periences prepare to revise the instructions 
further. 
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MERICA is recruit- 
ing nurses. Na- 
tional need like a 


magnet is moving over 
the country drawing pro- 
fessionally inactive grad- 
uate nurses from their 
homes into hospitals and 
gathering up students to 
enter schools of nursing. 
We are all familiar with 
the statement issued by 
the National Nursing 
Council for War Service: 
‘Needed 55,000 Well 
Qualified Students to En- 
ter Schools of Nursing.” 
This statement is being 
read by young women 
of all races and creeds throughout the country 
and letters of inquiry are pouring into the offices 
of official nursing organizations and directors of 
schools of nursing. Qualified young women eager 
to serve their country by becoming nurses are 
readily accepted—all but those who, as one news- 
paper columnist so aptly puts it, have the wrong 
ancestors. More than 200 young American citizens 
of Japanese ancestry have indicated their interest 
in becoming student nurses. Some of them have 
completed college pre-nursing courses, and some 
had from six months to two years training in 
schools of nursing on the West Coast before the 
exclusion orders interrupted their training. To 
date, however, only a few schools of nursing have 
been willing to accept these young women. 


In February of 1943, President Roosevelt said: 
“T am glad to observe that the War Department, 
the Navy Department, the War Manpower Com- 
mission, the Department of Justice, and the War 
Relocation Authority are collaborating in a pro- 
gram which will assure the opportunity for all 
loyal Americans, including those of Japanese 
ancestry, to serve their country at a time when 
the fullest and wisest use of our manpower is all 
important to the war effort.” 


It is difficult to reconcile “fullest and wisest” 
use of manpower with the refusal of schools of 
nursing to accept as students young Japanese 
American citizens,.who could and would lessen 
the nursing burden in civilian hospitals, or release 


July 1943 


Report on Japanese-American Student Nurses 


JOY BARRAGREY STUART, R.N., Nursing Consultant, War Relocation Authority 





Potential Student Nurses, Now Nurses’ Aides, at Relocation Center Hospital 


graduate nurses for service with the armed forces. 
Letters received from these young women indi- 
cate their interest in meeting the nation’s need for 
more student nurses. 


“I am interested in obtaining information per- 
taining to student nursing,” one of them writes. “I 
have already had two years at the University of 
California but not all of the pre-requisites re- 
quired to finish my pre-nursing curricula... . 
Though I am an American citizen, I was born of 
Japanese ancestry, a fact that closes many schools 
to me now, though I am more than willing to 
serve our common national need. 


“Prior to the evacuation, I had been attending 
Sacramento Junior College where I completed the 
four semesters pre-nursing course. Since then, I 
have been attempting to enter a hospital where 
I can secure the necessary training to become a 
nurse. ... I am hoping that I will be able to obtain 
some kind of assistance from you in relocating to 
a hospital where I can at least prove my useful- 
ness to the country that has been more than decent 
to us who are of Japanese ancestry. 


“T have a brother who is in’ the army now. He 
has been in the armed forces for over a year and 
a half. ...I want to know if you would accept 
American born Japanese for nurses training. I 
have been raised and educated in this country. I 
have never been back to Japan.” 


Joseph C. Grew, former ambassador to Japan, 
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was sufficiently interested in this problem to write 
to C. V. Hibbard, director of the National Japanese 
American Student Relocation Council saying: “I 
am glad to confirm the fact that I expressed my- 
self as being in favor of opening to young Amer- 
ican women of Japanese origin the opportunity to 
study in nursing schools. You are authorized to 
convey this personal opinion to the directors of 
nursing schools.” 


Directors of nursing schools, hospital superin- 
tendents and boards of trustees who are reluctant 
to accept students of Japanese ancestry say that 
their main reason for not making use of this res- 
ervoir of students is their fear of unfavorable pa- 
tient and community reactions. On the contrary, 
several directors of nursing who have Japanese 
American students enrolled indicate they have 
been well accepted. 

e e a 

Henrietta M. Adams, R.N., director University 

of Colorado School of Nursing, Boulder, writes: 


“Two Japanese students, residents of Colorado, 
were in the school at the time when eight transfers 
were enrolled for summer quarter, 1942, from 
other university schools. Two more were admit- 
ted in January 1943. All of these students made a 
great effort to study and work diligently. They 
were highly successful and were well liked by 
their colleagues and the patients. 


“No difficulties were noted or reported from any 
of the University Hospital departments. Japanese 
students have practiced in affiliated agencies such 
as a visiting nurse association, a tuberculosis hos- 
pital and a children’s hospital without difficulties 
arising. 

“On the basis of the experience cited above, I 
am willing to be quoted as saying that where the 
community and the institutional authorities un- 
derstand the problem of Japanese-Americans and 
are willing to grant the necessary administrative 
support, the hospital can successfully cooperate 
with the school of nursing in offering opportunity 
to the Japanese-American student nurse who has 
the personality, ability and educational back- 
ground necessary for professional education.” 


Helen McClelland, R.N., director of nursing, 
Pennsylvania Hospital, Philadelphia, says: “It is 
indeed a pleasure to give a report on the Japanese- 
American students who have recently been added 
to our school of nursing, as the experiment has 
been a most satisfactory one to date. There has 
been no evidence of any lack of adjustment on the 
part of either the student body or these students, 
and patients have accepted them as members of 
the hospital staff without comment. The evalua- 
tion of one of the students from a men’s surgical 
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ward ... (included) ... the following comment: 
‘She is well liked by co-workers and patients’.” 
e e td 

Sister M. Antonia, R.N., director of nurses, St. 
Mary’s School of Nursing, Rochester, Minnesota, 
comments: “The students of Japanese ancestry 
conduct themselves with dignity, work very hard, 
and are excellent students. These students are 
friendly although reserved, courteous and never 
objectionally aggressive. They seem to wish to 


“prove themselves worthy of the trust placed in 


them and seem most grateful for any kindness 
shown them. Patients have made no objection to 


them.” 
e e Ss 


Marjorie Bartholf, R.N., director John Sealy Col- 
lege of Nursing, Galveston, Texas, reports: “At 
present we have two students. They have had very 
little ward experience to date but there has been 
absolutely no difficulty in the reaction of the pa- 
tients or ward personnel to these girls. These two 
girls have been accepted very well by the student 
body.” : ‘ a 


Ella L. Rothweiler, R.N., director of nursing, St. 
Joseph School of Nursing Education, Elgin, Illi- 
nois, adds: “These three young women are as 
cheerful and willing in their desire to please as 
any young women we have ever had in training.” 

* & e . 

The procedure for placing Japanese American 
students is as follows: When a school of nursing 
indicates either to the recruitment chairman of 
the National Nursing Council for War Service or 
the National Japanese American Student Reloca- 
tion Council, that it will accept Japanese American 
students, the student relocation council requests 
“clearance” of the school by the War and Navy 
departments. 


When clearance is given, the council then sends 
to the school concerned transcripts of records, 
evaluations and recommendations on four or five 
young women. The director of nursing reviews 
the documents presented and decides which stu- 
dent or students the school will accept. She then 


notifies both the student and the student relocation ° 


council. If the young woman chosen is an evacuee 
in a relocation center, she is cleared by the review- 
ing committee of the War Relocation Authority. 
This review includes a check on her individual 
record with government intelligence agencies. 


The nation’s great need for nursing service is, 
of course, the primary reason for being concerned 
with this potential source of student nurses. In ad- 
dition, however, there is considerable significance 
in the plea of the young Japanese American 
woman interested in nursing who wrote: “We 
want to do our share, too. Won’t you please help 
us find the right place?” 
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HE hospital execu- 
ic like the physi- 

cian with whom he 
is so intimately associ- 
ated, must formulate a 
continuous educational 
program for himself. He 
must never cease in his 
efforts to obtain intellec- 
tual stimulation, because 
he is a member of one of 
the learned professions. 
If the hospital which is 
under his management is not to stagnate under an 
unchanging routine, he must take steps to inform 
himself actively on the subject of hospital progress 
in all of its phases. 


Only in this way will he be in position to make 
intelligent adjustments when circumstances com- 
pel them. The formal part of his training, whether 
by the apprenticeship or the classroom method, 
or both, provides him with the classic principles 
of management as a foundation for his independ- 
ent work, but there is no substitute for individual 
experience since there is no substitute for maturity 
in medical executive work. 


One method of graduate self-education, which 
enables the life-long student to supplement his 
own experiences in his own hospital, is the one 
by which he can compare experiences with his 
colleagues, thus deriving benefits which, though 
vicarious in origin, are very practical. If misery 
likes company, so does the elation which accom- 
panies the successful outcome of a difficult hospital 
situation. The man who has thought out his prob- 
lem to a successful conclusion should be eager to 
tell others how he did it, just as the man who may 
soon be confronted with a similar difficulty in his 
own hospital should be eager to learn from him. 


Source of Stimulation 


For the purpose of remedying the shortcomings 
of such practical educational methods and in order 
to supplement them, the discussion-group has 
come into being. Historically it possesses no spe- 
cial novelty, nor does it need any defense logically. 
Two heads are better than one, three are better 
than two and so on up to an optimum point which 
every group must determine for itself. 


Confession is good for the soul, but this maxim 
depends on the father confessor for support. While 
membership in a discussion-group does not exactly 
assume the spiritual solemnity of a confessional, 
it is good for the administrator when he frankly 
states his difficulty and calls for advice, support 
and stimulation from his colleagues who may also 
be weary and heavy-laden with problems of their 
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A Word in Praise 
of Small Group 
Discussions 


E. M. BLUESTONE, M.D. 
Director Montefiore Hospital, New York 


own in which he in turn 
might be of help. 


Perhaps the best ex- 
ample of such a discus- 
sion group is the one 
which was organized for 
the New York metropol- 
itan area in the summer 
of 1929 during the Atlan- 
tic City Convention of 
the American Hospital 
Association and the First 
International Hospital 
Congress. The organizers sought out hospital exec- 
utives who could learn and teach at the same time, 
whose friendship, and willingness to help each 
other, would guarantee successful meetings. A 
maximum membership of 20 was established and 
the group came together for dinner meetings at a 
central location on stated days, one evening a 
month. 


No Agenda Needed 


Small and congenial groups, whose members 
understand each other, enjoy more productive dis- 
cussions than those brought together without the 
consideration of such qualifications beforehand. 
The ideal organization of such a group is informal, 
with no permanent body of officers, except an 
elected secretary to write up concise minutes. 
Members rotate in the chairmanship and therefore 
serve in this capacity approximately once in two 
years. There is no fixed agenda. Every member is 
invited to present one or more problems for the 
advice of the group and the discussion which fol- 
lows is frank and free. 


Special care must be taken not to convert such 
an organization into a forum for the presentation, 
by inside or outside speakers, of subjects which 
require group thinking on a wider basis. Special 
meetings should be called for this express purpose, 
but the stated time should be conserved for the 
benefit of members who want to take counsel with 
each other on subjects which may be on their 
minds because of recent personal experiences in 
their own hospitals. An occasional guest should be 
welcome. 


The friendliness of the discussion group is basic 
for this activity and is both cause and effect. A 
cocktail before dinner, for those who are disposed 
that way, and an exchange of experiences in 
lighter vein at this time start the evening in proper 
mood. Legitimate hospital gossip follows at the 
dinner table, with consequences that may be far- 
reaching because of up-to-date information ex- 
changed. 


After dinner a two-hour discussion takes place, 
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never ending later than 10 but always giving each 
member an opportunity to present his problem for 
discussion. Mutual helpfulness in other ways often 
results and many a man leaves for home feeling 
that he has had a good dose of administrative hor- 
mones and vitamins to provide him with a proper 
nutritional balance for his next day’s work. To 
some it is “a shot in the arm” which administers 
courage, hope and faith in the morrow. 


The limitation of membership is a protection 
and, at the same time, an encouraging device. The 
next 20 duplicate the general program of the first. 
In New York, the junior group, who expect to step 
up within a few years, have their own discussion- 
circle which goes further than its own member- 


_ ship and exerts a wholesome influence on their 


elders in the executive offices of the member hos- 
pitals. 


No constitution is needed to hold such groups 
together. Members stay away from these meetings 
only for the most compelling reasons. No personal 
honors are there for the participants. The minutes 
of the meetings are the only record of the discus- 
sions and are useful only as aids to the memory of 
those who were present. Some day hospital litera- 
ture will record the more valuable features of 
this educational method, in condensed form, for 
wider audiences. Meantime, this additional instru- 
ment for good in hospitals is at hand and should be 
extended as far as possible. 





: Amendment Insures State Fees to Ohio Hospitals 


During the last week in May, the Ohio Legisla- 
ture, just before it adjourned, passed Amended 
Substitute House Bill No. 327. It was introduced 
by Representative James Roberts of Canton, and 
was backed by the Ohio Hospital Association. 


The bill revises a section of the General Code 
which hitherto had been rather ambiguous con- 
cerning hospital care for indigent patients when 
provided by municipal corporations or township 
trustee. The code, before passage of this bill, 
did not specifically direct that municipal corpora- 
tions or townships should provide hospital care. 
It dealt primarily with public relief, or the services 
of a physician or surgeon, but the Attorney Gen- 
eral had ruled that hospital care was implied at 
least by the section. 

Ohio hospitals had not had much trouble with 
municipal corporations, but township trustees in 
many parts of the state had taken advantage of a 
clause in the code which read, “.. . and thereupon 
the township or municipal corporation shall be 
liable for relief and services thereafter rendered 
such person in such amount as such trustees or 
proper officers determine to be just and reason- 
able.” 

Amended Subsitute House Bill No. 327 elimi- 
nates the wording, “in such amount as such trus- 
tees or proper officers determine to be just and 
reasonable,” and substitutes for it the following 
wording: “If such services consist of hospital care 
rendered such person, such hospital shall be paid 
such amount as may be agreed upon by such trus- 
tees or proper officers and such hospitals, or if no 
such agreement is made, then such hospital shall 
be paid the established ward rate for such care in 
such hospital.” 

In the past, when it was within the power of 
the township trustees to determine what was “just 
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and reasonable” there were many abuses of this 
wording. One township in the northeastern part 
of the state, for example, automatically cut every 
hospital bill in half. Other townships arbitrarily 
cut hospital bills under no pattern whatever but 
simply to reduce the bill in some amount. A case 
in one county was such that a hospital bill ex- 
ceeded $600 for which the trustees sent a check 
for $200 and marked it paid in full. 


Governor Bricker signed the bill on June 15, and 
inasmuch as there is no emergency clause it will 
become effective 90 days after the date of signa- 
ture. 





Food Suppliers Organize 
Dissatisfaction among supply firms with the 
policies of the Office of Price Administration as 
applied to distributors in the mass consumer mar- 
ket has resulted in the formation of the National 
Institutional Food Suppliers Association. 


The new group was formed to protest more ef- 
fectively the mid-May establishment of the whole- 
sale-retail mark-up schedule in the grocery field, 
which did not separately classify institutional sup- 
pliers, although it is generally conceded that theirs 
is a more expensive distribution than that of the 
typical wholesale grocery. 


Officers in the association, which includes the 
leading firms selling to hospitals, hotels and res- 
taurants, are: 


Sherman J. Sexton, John Sexton & Co., Chicago, 
president; Alfred G. Bauer, George S. Daugherty 
Company, Pittsburgh, vice-president; A. O. Griffin, 
H. A. Johnson Company, Boston, vice-president; 
and T. E. Derwent, B. A. Railton Company, Chi- 
cago, secretary-treasurer. 
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HEN a plan for accident 
WY orevenson in the hospital 
is.explained to all depart- 


mental supervisors, it must be made 
plain to them that they are respon- 
sible for accidents which occur to 
persons who work under their su- 
pervision. This should apply not 
only to supervisors of the laundry, 


Making a Hospital Safety Program Work 


Part II 


NOTE: Three of five steps 
in a safety program for 
hospitals were outlined in 
Part I of this report by the 
committee of insurance 
and safety, American 
Hospital Association. In 
Part II the remaining two 
steps are discussed. 


it to the safety committee if the 
accident was serious. Where the 
hospital is small and only a few 
accidents are reported, all such re- 
ports should be considered by the 
committee to determine whether 
corrective action is being taken by 
department heads. In a large hos- 
pital only those involving lost time 








kitchen, maintenance and the serv- 

ice department, but also to the front office staff, the 
superintendent of nurses and to physicians who 
may have employees under their direction. 


Each supervisor must be impressed with the idea 
that accident prevention work is a part of routine 
duties. Even so, application of the accident preven- 
tion program will add little or nothing to burdens 
carried by the average department head. If it is 
accepted that the safe department is an efficient 
one, then it is equally true that a department can 
operate more smoothly while operating safely, and 
without the expenditure of too much time in su- 
pervision. 


Each department head should know the condi- 
tions in his or her department which have resulted 
in accidents in the past and should be on the alert 
to change these conditions. Too much dependence 
should not be placed on the inspection committee 
during its routine inspections, since, if bad condi- 
tions exist, accidents are almost certain to occur 
in the interim. 


If an accident does occur, the department head 
should make an immediate investigation. and take 
steps promptly to correct the bad conditions. The 
supervisor’s accident report form should be filled 
out by the department head in addition to giving 
the employee’s name, the date and place of the 
accident, this form should contain a complete de- 
scription of the accident, a state- 
ment of the unsafe act or con- 
dition and the corrective action 
taken. 


The report should be for- 
warded to the safety representa- 
tive, who in turn may forward 
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Prepared under the auspices of the Coun- 

cil on Planning and Plant Operation, by 

the Committee on Insurance and Safety: 

John Gorrell, chairman; John M. Roche, 

George U. Wood, Arthur B. Solon, Mrs. 
Helen W. Munson. 


to the employee perhaps should be 
investigated. Frequently trustees should be edu- 
cated and informed. 


In some cases it may be advisable for the man 
in charge of safety to discuss accident. reports 
with the person in whose department the acci- 
dent occurred. Frequently a little more thorough 
inspection will reveal the basic cause of the acci- 
dent, and the corrective action which can then be 
taken will eliminate the possibility of a repetition. 


When the plan for accident prevention is first 
put into effect, as many cases as possible should 
be investigated personally by the safety repre- 
sentative if only for the purpose of training the 
supervisor in the correct method of investigation. 


When the physical hazards in any establishment 
are removed, a good start is made toward control- 
ling preventable accidents. There remains, how- 
ever, the difficult job of placing a reasonably safe 
employee in the safe environment which has been 
created. 


For the purposes of safety training, or, as is done 
in industry, for safety and production training to- 
gether, employees may be put into two groups: 
The new employee and the people on the staff at 
the time the safety program is inaugurated. For 
the new employee the problem is somewhat more 
simple. The general rule of selecting a proper type 
from physical and mental standpoints and placing 
him or her in the most suitable 
type of work may be more eas- 
ily followed. 


All new employees should be 
given thorough physical exam- 
inations. It may be desired, too, 
to give elementary intelligence 
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tests in the case of employees whose duties require 
exercise of judgment. Employees for the technical 
staff will, of course, be more closely examined as 
to their knowledge of the work which they are to do. 


When it has been determined that an employee 
is physically and mentally satisfactory, the safety 
policy should be carefully explained. In some hos- 
pitals it is the practice to furnish the employee 
with a booklet outlining important general safety 
rules. The employee is given a chance to read 
such a book and is then questioned concerning its 
contents. 


This preliminary introduction to safety is far 
from being a complete job of safety training. It 
is necessary, if a well rounded job is to be done 
(one that will insure not only safety but produc- 
‘tion efficiency) to associate safety training with 
the work. For this, the step method has been 
found most efficient by industrial and production 
engineers. 


Safety Applied 


When the employee goes to work, the job is care- 
fully explained by the department head or some 
skilled representative. The new employee is given 
a chance to ask questions, and should then be re- 
quired to repeat the explanation he has heard. This 
should eliminate the starting of unsafe practices 
and prevent spoilage of valuable material and 
equipment. After explanation and questioning, the 
operation is then slowly performed by the instruc- 
tor and the explanation repeated. Questions may 
again be asked by the employee until he has a 
clear understanding of exactly how the operation 
is to be performed. Even such simple operations 
as running a bread slicer in the kitchen, operating 
a meat grinder, or operating a sterilizer readily 
adapt themselves to this method. 


The next step is to permit the employee to per- 
form the operation under the close supervision of 
the instructor. He should be required to practice the 
operation until the instructor feels certain that the 
new employee knows exacly how to do the job. Su- 
pervision does not stop here. The department head 
should continue to check the employee to insure 
that inefficient or unsafe practices have not been 
introduced to the job. 


There may be some difficulty in attempting to 
retrain older employees. The job must be ap- 
proached tactfully. Where new work is taken on 
by the older employees, of course, the same diffi- 
culty will not exist. 


Supplementary training aids that maintain the 
employee’s interest in safety should be adopted. 
These may include such devices as employee safety 
rule books, safety posters, attendance at safety 
meetings where film strips are shown and addresses 
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given on safety, or letters addressed to them over 
the signature of the hospital superintendent com- 
menting on the hospital’s safety records. 


In some cases it will be found valuable to pub- 
licize the details of serious or unusual accidents. 
This does not mean identifying individuals in- 
volved, but merely underlining the unsafe prac- 
tices or conditions. 


Hospital employees must be taught safety in their 
dealings with patients and the public. Elevator 
operators, for example, need careful instruction. 
The car should not be operated unless it is pro- 
vided with a shaftway door inter-lock and a car 
gate contact. It is important that the operators not 
be permitted to throw the operating switch and 
then start the car by closing either the shaftway 
door or the car gate, thus putting a full current lead 
on the inter-lock for contact. 


Care must be taken when floors are being cleaned 
or polished while the hospital is open to the public. 
Areas being so treated must be barricaded. 


In spite of the fact that most hospitals are doing 
charitable work, or at the very best operating close 
to the red side of the ledger, persons injured in the 
hospitals are likely to sue and perhaps win large 
judgments. 
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Let them dream 
up there 


Keep Awake on Your Job 
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Blue Cross News 








Hospital Payments and Cooperation with 


Medical Plans Considered by Commission 


prised an important segment of the agenda for 

the June 11 meeting of the Hospital Service 
Plan Commission at the Commodore Hotel, New 
York City. 

The full membership attended the sessions: E. 
A. van Steenwyk, chairman; John R. Mannix, vice 
chairman; George Putnam, treasurer; John A. 
Connor; F. Stanley Howe; W. S. McNary; Louis 
H. Pink; Herman Smith, M.D.; Peter D. Ward, 
M.D.; C. Rufus Rorem, director and secretary. 
Others present during all or part of the meeting 
were James A. Hamilton, George Bugbee, R. F. 
Cahalane, Paul Keller, M.D., John A. McNamara. 
The following paragraphs outline some of the re- 
ports presented, or actions taken, which are of par- 
ticular interest to hospital administrators and 
trustees. 


Porse of hospital-plan relationships com- 


e e 8 
Provision for surgical coverage on a national 
basis has been the subject of study and explana- 
tion by a special committee, for which Mr. John A. 
McNamara, chairman, made a progress report. 
Nonprofit medical service plans are recognized as 
superior to indemnity contracts in those cases 
where the member-physicians give active and 
wholehearted support. But large areas still remain 
where surgical indemnity coverage would serve a 
local or national need for employers and em- 
ployees. The committee referred the matter to the 
Commission with the suggestion that consideration 
be given to the establishment of a separate or- 
ganization which would cooperate with Blue Cross 
plans in the provision of surgical benefits. 
e ® e 


Wagner Bill 


The necessity or desirability of universal com- 
pulsory hospital insurance must be judged by its 
effects upon the ability of the hospitals (financially 
and professionally) to maintain and improve the 
high standards of service which have been de- 
veloped in the United States; also by the adequacy 
and equity of the distribution of hospital care to 
the American people, particularly the low-income 
groups. 
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The Hospital Service Plan Commission, in 1942, 
prepared a six-point program of “Hospital Care 
for the American People,” which was approved by 
the Board of Trustees and the House of Delegates 
of the American Hospital Association. The intro- 
duction of the Wagner Bill, with the alleged sup- 
port of the CIO and AFL, requires that individ- 
uals and groups concerned with hospital care study 
carefully the provisions and probable effects of 
such recommendations upon the quality and avail- 
ability of hospital service. 


The Hospital Service Plan Commission recom- 
mends: ; 


THAT, the director of the commission prepare 
a summary of the Wagner Bill, particularly the 
medical and hospital benefits, for distribution to 
administrators and trustees of Blue Cross plans 
and hospitals, and to public groups concerned with 
hospital care. (Such a summary will be found on 
Page 21, this issue of HOSPITALS.) 


THAT, the staff of the commission prepare a 
special brochure, suitable for wide distribution, 
which will explain the accomplishment and pros- 
pects of Blue Cross plans, with particular em- 
phasis upon the quality of service they provide, 
their convenience and economies to the public, and 
their adaptability to American ideals and modes of 
living. 

THAT, the commission and approval committee 
continue to give special attention to developing 
understanding and support by hospital adminis- 
trators and trustees of the advantages of voluntary 
group payment for hospital care. 


THAT, the commission develop suitable methods 
to inform the United States Congress concerning 
the accomplishments and prospects of voluntary 
provision of hospital care, and its appropriate rela- 
tion to a complete program of hospital care for all 
groups and illnesses. 


THAT, the commission cooperate with the Board 
of Trustees and the joint committee in expressing 
opposition to such provisions of the Wagner Bill 
as may be inconsistent with the American Hospital 
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Association six-point program, “Hospital Care for 
the American People.” 


THAT, the Commission continue appropriate 
contacts with the United States Public Health 
Service and the Social Security Board. 

« * e 
Director’s Report of Staff Activities 

At the Hospital Service Plan Commission meet- 
ing, the director reported various important de- 
velopments of staff activities which are completed 
or contemplated. Excerpts from the report are 
presented below. 


Interest continues among civic, medical and hos- 
pital groups in a number of states where Blue 
Cross plans are not yet developed. Officers of the 
Florida Hospital Association have expressed an 
interest in a state-wide plan, although progress is 
delayed by the absence of enabling legislation for 
state-wide operation. 

e e e 

The president of the largest hospital in Chat- 
tanooga, Tennessee, has headed a civic group for 
an eastern Tennessee plan. A labor leader, several 
physicians, and a hospital administrator from 
Nashville have inquired as to the possibilities of 
a central statesplan. Mr. Maurice Norby recently 
spent a full day in Memphis, Tennessee, consult- 
ing on a possibility of merging three unapproved 
single-hospital plans which are now in operation. 


In West Virginia, E. A. van Steenwyk, chairman 
of the Commission, recently met with executives 
of several unapproved plans, making suggestions 
as to ways in which they might federate their ac- 
tivities and accomplish the objectives of a state- 


wide organization. 
& e & 


The Lower Mainland Hospital Council of British 
Columbia has invited the director of the Commis- 
sion to confer with a committee of civic and hos- 
pital leaders in the establishment of a Blue Cross 
plan for the Province of British Columbia, July 
8, 9, and 10. 

e « € 

The Northwest Hospital Service Plan, Portland, 
Oregon, has just completed arrangements with the 
Washington Hospital Association to participate in 
the Northwest plan which now serves Oregon, and 
may later include Idaho. 

e e e 

Enabling legislation in Vermont permits a cor- 
poration organized in another state to operate 
within its borders, and the Blue Cross Plan of New 
Hampshire has begun procedures to establish a 
New Hampshire-Vermont Plan under a single ad- 


ministration. 
e@ e é 


In the state of South Carolina, positive action 
is delayed by failure of a bill at the spring session 
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of the legislature. It will be re-introduced in the 
autumn with the assurance from certain important 
political groups that a successful vote will be ac- 
complished. 

e e @ 

In Arizona it has been difficult to arouse interest 
on the part of the board of trustees of an inactive 
state nonprofit plan, the Associated Hospital Serv- 
ice of Arizona. This appears to derive from the fact 
that qualified executives transfer, one by one, into 
war plants or the armed services. 


From New Mexico comes occasional inquiries 
from hospital administrators and_ subscriber 
groups are received. There is a possibility that 
some affiliation may be accomplished with the Hos- 
pital Plan of Southern California, but other press- 
ing problems have kept executives from activity 
outside the State. 

e ® e 

Indiana is still a “no man’s land” for Blue Cross. 
Action of some kind (possibly through the forma- 
tion of a mutual insurance company) may develop 
during the summer months. 

e ® e 

The Blue Cross Plans of New York State have 
held several conferences leading toward a more 
uniform contract through the process of increas- 
ing benefits and making the subscription agree- 
ments comprehensive in character. Increased re- 
ciprocal arrangements for enrollment and benefits 
will be the first result of this program. 


The three Blue Cross plans in California have 
held various sessions tending to lead toward a 
unified program in cooperation with the Cali- 
fornia Physicians Service. 


In Pennsylvania, the Associated Hospital Serv- 
ice of Philadelphia, and the Hospital Service Plan 
of the Lehigh Valley have identical rates and bene- 
fits, but no actual mergers have yet developed 


within the state. 
e . e 


Comprehensive Contract Recommendations 


The Commission’s committee appointed to de- 
velop a uniform, comprehensive contract has rec-: 
ommended that each Blue Cross plan submit the 
recommendations to their various boards of trus- 
tees. A substantial number of the Blue Cross ex- 
ecutives have done so with generally encouraging’ 
results. 


The most significant effect of the uniform con- 
tract appears to be stimulus to expansion of bene- 
fits, both as to type of service and to type of ill- 
nesses protected. As they approach completeness 
in their character they will, by definition, also ap- 
proach uniformity, which will serve as the basis 
for expanded reciprocal procedures and unified 
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dealing with national employers and the American 
public. 

A side development of the emphasis upon the 
comprehensive contract has been revived interest 
by radiologists to assure the exclusion or radio- 
logical care from Blue Cross benefits. Conferences 
have been held recently between radiologists and 
representatives of the American Medical Associa- 
tion and the American Hospital Association, which, 
at one time, gave promise of endorsement of in- 
clusive benefits by the medical profession rather 
than a restriction of the special services offered in 
Blue Cross contracts. Action by the house of dele- 
gates of the American Medical Association on June 
9 did not include such an endorsement. 

e ® .+@ 


The accounting and statistics committee have 


‘been asked to study the probable effects of the 


comprehensive contract upon utilization and hos- 
pital expenses, and a tabulation of approximately 
8000 typical hospital bills is now under way, which 
will have the result of giving the standard break- 
down of hospital charges in a typical bill for vari- 
ous kinds of illness and by various parts of the 
country. 

Other studies which are contemplated for the 
immediate future by the staff of the Hospital Serv- 
ice Plan Commission are: (1) Comparative length 
of stay for Blue Cross and other patients, (2) com- 
parative receipt of special services by Blue Cross 
and other patients, (3) the effects of medical plans 
upon the volume of hospitalization rendered Blue 
Cross subscribers, (4) comparative income to in- 
dividual and groups of hospitals from Blue Cross 
and other subscribers using similar accommoda- 


tions. ‘a “ ‘ 


Approval Committee Activities 


The Approval Committee has circulated the 
institutional members of the American Hospital 
Association asking them to express their judgment 
on the following points: (a) The effect of Blue 
Cross plans upon the quality and distribution of 
hospital care, (b) the achievement of the objec- 
tives and purposes of the approval program by 
the Blue Cross plans, (c) failure to meet specific 
standards in local communities, (d) suggestions 
for closer relationships between hospitals and Blue 
Cross plans. A number of replies are being re- 
ceived and it is intended that they will be sum- 
marized as the basis for a sectional meeting at 
the annual convention of the American Hospital 
Association. 


The Approval Committee recently recommended 
that all member hospitals be asked to agree in 
writing that they would continue hospital service 
agreements only with Blue Cross plans which have 
the approval of the American Hospital Association. 
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Sleep Insurance 






BLUE CROSS COOPERATING 


If the night shift defense worker in Philadelphia 
enjoys sound sleep during his day hours of rest, 
he has the Blue Cross Plan to thank. The Asso- 
ciated Hospital Service, in cooperation with almost 
every civic agency in Philadelphia has just com- 
pleted a program of “Quiet—Please” which has 
blanketed the city. Colorful posters were used to 
gain public attention and these were placed in 
drug stores, schools, railroad stations, on trolleys 
and buses, and in places of public gathering. 





This recommendation was submitted, at the re- 
quest of the Board of Trustees, to the legal counsel 
of the American Hospital Association. Following 
a conference with the executive secretary of the 
American Hospital Association and the director 
of the Commission, the legal counsel expressed the 
opinion that agreements of this type between hos- 
pitals and the American Hospital Association 
might possibly be regarded as a combination in 
restraint of trade. 

e e e 


A committee of the Council on Administrative 
Practice, consisting of four Blue Cross executives 
and four hospital superintendents, drafted a set of 
principles in 1942 which should govern payments 
by Blue Cross Plans to member hospitals. These 
principles were approved by the Hospital Service 
Plan Commission and the Board of Trustees and 
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were discussed by the House of Delegates of the 
American Hospital Association, then referred back 
to the committee for further consideration. 


Interim discussions have indicated an apparent 
conflict between two theories of equity and ade- 
quacy as the bases of determining rates of pay- 
ments; namely, average per diem costs or regular 
hospital charges for the services covered in the 
subscription agreements. 


The success of Blue Cross Plans is dependent 
upon a method of payment which will be accept- 
able to the member hospitals of each community. 
The Hospital Service Plan Commission has re- 
quested that the present committee of the Council 
on Administrative Practice formulate statements 
of principles and methods of payments to hospitals 
which are based upon (a) costs, and (b) charges. 

* € e 

The medical service plans, sponsored by various 
state and local medical societies, recently formed 
a national Medical Service Plans Council. At a 
full-day meeting in Chicago on June 6, represen- 
tatives discussed administration and public prob- 
lems, and voted to establish by-laws and perma- 
nent regulations for the council. The director of 
the Commission and several Blue Cross executives 
attended the sessions and participated in the dis- 
cussions. 


Officers of the Hospital Service Plan Commis- 
sion and Medical Service Plans Council contem- 
plate a meeting in the near future to consider pos- 
sible methods and subjects for cooperation. 


a e e 

Louis H. Pink, a member of the commission, has 
suggested the possibility of establishing a national 
“pool reserve” by the Blue Cross Hospital Service 
Plans which might: (a) avoid local financial dif- 
ficulties from epidemics or catastrophes; (b) em- 
phasize the national significance and unity of the 
movement; (c) encourage the adoption of uniform 
comprehensive benefits; (d) aid the establishment 
of new plans. Such a program would also have an 
influence on regional hospital payments, and 
would affect local hospital admission procedures 
for Blue Cross subscribers. 


The commission has appointed a special commit- 
tee to explore the legal and administrative aspects 
of such a Pool Reserve for Blue Cross Hospital 
Service Plans. 

e e e 

Crowded conditions in the hospitals of certain 
communities have required occasional service to 
Blue Cross subscribers in private residences. The 
terms of some Blue Cross agreements permit re- 
imbursement to the subscriber for actual costs in- 
curred or for their equivalent if hospital care had 
been received. Others do not. 
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A more frequently encountered problem is the 
necessity of obtaining care in convalescent, nurs- 
ing or maternity “homes” or “infirmaries” (sub- 
standard hospitals), when facilities are not avail- 
able in member-hospitals or other hospitals of 
equal standing. Some Blue Cross Plans reimburse 
either the subscribers or the institutions for these 
services; others have ruled against it. Such pay- 
ments are made solely to protect the subscriber 
against financial loss and not as an endorsement 
or approval of substandard institutions. 


Consideration is being given to this problem by 
the commission’s committee on hospital relations, 
W. S. McNary, chairman. 

& e e 

During the month of May, the average annual 
hospital admission rate among Blue Cross Plan 
participants was 97.7 patients per thousand, it was 
announced in Special Report 36e on June 11. This 
represented a decrease of 5.9 per cent from the 
April average and it was 3.8 per cent less than 
the average of the preceding four months. 


The simple average of annual admission rates 
for the twelve months ending May 31, 1943, was 
106.4 per thousand participants—a decrease of 0.5 
admission from the average of annual rates for the 
twelve months ending May 31, 1942. 


The admission rate during May was less than 
during the corresponding month in 1942 and 1941 
for plans as a whole and with one exception, for 
plans of all sizes. Incidence continued to be less 
for large plans than for small plans. 


The average length of stay in 18 plans which 
reported discharge data decreased from 8.3 days 
in April to 7.6 days in May. The weighted average 
length of stay per patient in these plans during 
the first five months of 1943 was 7.9 days. 

e e e 

Travel and temporary changes of residence have 
resulted in the admission of an increased number 
of out-of-town cases by member-hospitals, with 
occasional delays and errors in the approval of and 
payment for cases. 


Much could be accomplished by more general 
application of the recommendation of the Hospital 
Service Plan Commission, approved by the House 
of Delegates in September, 1941, that member-: 
hospitals utilize the services of their local Blue 
Cross Plans in approving out-of-town cases and 
in expediting payments. 

The commission recommends that, pending gen- 
eral acceptance of a uniform contract and recip- 
rocal service benefits, all Blue Cross Plans urge: 
their member-hospitals to use local Blue Cross 
facilities in obtaining approval for out-of-town 
cases and expediting payments for services ren- 
dered. 
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Coal or Oil, Conversion or No Conversion, 


OSPITAL administrators are 
LH faced today with the abso- 

lute necessity of conserving 
fuel. Not only does the federal gov- 
ernment urge such measures, but 
there is every likelihood that the 
superintendent who does not make 
a real effort to conserve will find 
himself unable to get the fuel he 
needs to maintain service. In a com- 
paratively few plants it will be pos- 
sible to burn fuel oil or anthracite 
coal, but most will be limited to 
the use of bituminous coal, and 
many not now using it will be 
forced to do so. Whether or not a hospital converts 
to soft coal from some other fuel, the administrator 
is duty-bound to institute a conservation program. 
Whatever the fuel burned, frugal operation of the 
heating plant is essential. Fuel oil costs twice as 
much today as it cost ten years ago and the price 
is likely to rise still more. Thus, the administrator’s 
first obligation, if he is not already burning soft 
coal, is to decide whether possible economies and 
good administrative policy demand conversion. 
Then he should set out to conserve every possible 
Btu, whatever the fuel. 


The purpose of this article is to present for the 
hospital superintendent’s guidance the six funda- 


mental steps in a program of fuel conservation. 


Except as proposals outlined here are concerned 
with the storage of soft coal, they are equally ap- 
plicable to all hospital heating plants. 


There are three basic factors in planning any 
fuel conservation program: Fuel and its charac- 
teristics, combustion of fuel and steam produc- 
tion and controlling combustion for maximum 
efficiency. 


These factors vary widely for different plants 
and fuels, but the six steps set forth here override 
such variables and may be applied to any plant 
using any fuel. 


Step 1 


A thoroughly competent combustion engineer 
should be employed if possible. Otherwise, one 
may be borrowed from a large manufacturing 
plant or public utility. This expert should be asked 
for a survey and definite recommendations as to 
(a) the best coal for the plant under study, (b) re- 
pairs and reconditioning necessary to get optimum 
results, and (c) an adequate set of control reports 
which will enable the administrator to check fuel 
burning efficiency. — 


The engineer should report on a survey of fuel 
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requirements of the institution. He should also re- 
port on an inspection of the present power and 
heating plant, transmission lines, room and build- 
ing heating equipment, steam traps and all items 
of equipment where steam and power are used. 


The purpose of this inspection is to minimize 
actual and potential heat losses from the time coal 
is stored until it is used. The engineer should de- 
velop and install daily power plant reports that 
originate with the plant engineer. These reports 
should be comprehensive and detailed. Either the 
reports themselves or a copy of pertinent conclu- 
sions should be sent to the administrator daily. 


The plant engineer’s record should start with 
name of coal used and cost per ton. It should in- 
clude data on the operation of each boiler—carbon 
dioxide recording, stack temperature, steam pres- 
sure, feed water temperature, and boiler rating. It 
should show a step-by-step computation of fuel 
cost per thousand pounds of steam, and the steam 
produced per flowmeter for the twenty-four hour 
period. 


These are the figures which an administrator 
needs to know and to watch carefully if he is to 
direct a fuel conservation program. 


Step 2 


The engineer’s final report should embody spe- 
cific recommendations for operation and replace- 
ment of defective and inefficient equipment, to be 
installed when conditions permit. The primary 
purpose of his survey and recommendations is to 
put the plant in first-class condition and utilize 
existing equipment to the greatest degree of effi- 
ciency. Equipment that is unsafe or obviously in 
poor condition must be reconditioned or replaced. 
Suitable priority assistance is now more easily ob- 
tainable than heretofore. 


Step 3 


When the physical plant is reconditioned and 
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Hospital Administrator’s Check List on Fuel Conservation 


S a stimulation to construc- 

tive thinking, the adminis- 
trator should know the answers to 
the questions in this check list. - 


1. If your CO, recorder shows 
less than 11” to 12”, do you know 
why? 


2. Is the ratio of pounds of wa- 
ter evaporated less than it should 
be? 


3. Do you have daily cleaning 
(blow down of foul water and soot 
blowing) or tube cleaning? 


4. Is all exhaust steam from 


your engines (if any) used, or 
wasted? 


5. Are you wasting water by not 
returning hot condensate to boil- 
ers, or by taking the heat by a heat 
exchanger? 


6. Do you have a summertime 
check to repair or replace (a) 
leaking valves, pipes, (b) radiator 
and other traps, (c) meters, and 
controls, (d) CO, recording, (e) 
draft, flow, safety valve, water col- 
umn? 


7. Do you check mathematics 
and weights of coal: and water, 


etc.? (Watch especially for “esti- 
mates” in vital figures or percent- 
ages. ) 


8. Do you check coal analysis 
submitted by supplier? 


9. Do your people wasie elec- 
tricity? . 


10. Are you taking advantage of 
dimout regulations to conserve use 
of electric current? 


11. Is there a specific routine in- 
spection of steam using equipment 
—sterilizers ... heaters ... insu- 
lation on piles and equipment? 








brought up to the best point of efficiency, the 
proper method of follow-up installed, and the rec- 
ommendations of the engineer carried out, the 
hospital administrator is ready to execute these 
plans of conservation. 


The matter of storing a season’s supply of fuel 
may be out of the question for some hospitals be- 
cause of their location in crowded districts, city 
zoning, or other reasons. This should not be taken 
as final, since it is often possible either to have the 
wholesaler store it in his own yard at a slight 
additional cost, or to rent storage in the vicinity 
nearby. 


There are many plans for storage of coal such 
as the conical piles, layer methods, and ventilated 
piles. In general, however, the administrator will 
have to be governed by his local conditions. The 
coal may be piled on a well-drained lot, not to ex- 
ceed ten feet in height, with very little risk of 
deterioration or spontaneous combustion in north- 
ern and eastern sections of the country. 


Piles in southern areas should be sub-divided 
into small units so that in the event of any spon- 
taneous combustion due to extremely hot weather, 
any loss would be reduced to a small section of the 
supply, and the fire more easily controlled. There 
need not be too much emphasis placed on this stor- 
age problem, as the average hospital would not 
be storing more than eight hundred to one thou- 
sand tons. 


It must be recognized that storage of coal de- 
mands a special knowledge which most hospital 
plant engineers do not have. Let such an engineer 
consult the operating head of a local utility com- 
pany. This person is experienced and glad to give 
sound advice. 
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Step 4 


Consideration must be given to the matter of 
coal handling, of moving coal from bin to firebox. 
Obviously, mechanical handling by the portable 
type conveyor, belt conveyor, or overhead trolley 
with weighing station, is the ideal. Since this 
equipment is almost beyond buying today, the 
stock pile should be placed as close to the boiler 
room as possible and the handling accomplished 
with existing equipment or wheelbarrow. In gen- 
eral, it is wise to obtain any mechanical equip- 
ment possible, for this substantially reduces the 
amount of labor required. 


Step 5 


Control of fuel consumption should be possible 
through the use of control reports set up by the 
engineer making the survey. Mechanical controls 
such as CO, recorders, flowmeters and draft rec- 
ords, are essential for sound economy. A hospital 
cannot afford to be without at least the carbon 
dioxide recorder and draft gauges. If these are 
not available now, a daily boiler report giving the 
information is infinitely better than nothing. Us- 
ing this report, the administrator can see that fuel 
is being used efficiently, especially by proper CO, 
charts each day. 


Step 6 


Even though the plant engineer be well quali- 
fied, he needs help. The cooperation of all per- 
sonnel must be enlisted to report promptly all 
leaks, dripping faucets, radiators turned on un- 
necessarily, and any other conditions causing heat 
or power losses. 

Employees must also be trained to turn out un- 
needed lights, to report faulty insulation, and not 
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to cool a room by opening windows with the ra- 
diators on. This particularly applies to the nurs- 
ing division where employees have easy access to 
rooms which the engineer and his staff do not have. 


Employees should be instructed in the proper 
use of sterilizers and sterilizing equipment, and 
should be compelled to follow these instructions. 
They should report cold radiators which may be 
caused by clogged traps and thus cause the ra- 
diators to freeze. 


This education of personnel can best be con- 
ducted by means of the administrator meeting 
with his department heads, supervisors and head 
nurses regularly and explaining to them just what 
is being done, and how and why. 


Let the accountant keep records of results, 
which may then be compared with earlier figures. 
This should be done on a monthly basis, and the 
report presented at department-head meetings. All 
suggestions, no matter how trivial, should be con- 
sidered. When these cannot be carried out, the 
individual should be allowed to understand why. 


Sketches and Posters 


Posters placed at strategic locations throughout 
the institution and conveying pertinent facts by 
appropriate sketches will help. They are an ad- 
junct to education in conservation, not a substi- 
tute. They must not be relied upon to impress the 
individual as much as personal attention given by 
the administrator. 


Concentration on this problem as_ outlined 
should result in fuel reduction of from 10 to 20 
per cent, depending on the size of institution and 
plant efficiency. Most important, the adminis- 
trator will be able to maintain the essential serv- 
ices required. Conservation of fuel is not only a 
common-sense and economical move, but patriotic 
responsibility. 


Education Opportunities 


Equipment and apparatus may be impossible to 
get, but there is no limitation on periodicals and 
books. The chief engineer should be provided with 
these and asked to route them, with marked sec- 
tions, to the superintendent—within two weeks in 
the case of magazines and a month in the case of 
books. 


Publications are many and should be carefully 
selected. “Power Handbook on Fuels,” published 
by McGraw-Hill, is excellent. Books, to be worth 
anything, must be used frequently. One hospital 
provides full tuition to its chief engineer for suc- 
cessfully completed correspondence courses, un- 
questionably one of the soundest possible invest- 
ments. 


Prompt installation and constant follow-up of 
the program outlined will not only conserve hos- 
pital resources, but permit the administrator to 
continue to increase the services of his hospital, 
which are essential to public welfare and espe- 
cially to the war effort today. 





Improved Yellow Fever Vaccine Reported by Foundation 


Among accomplishments reported for 1942 by 
the Rockefeller Foundation are discovery of the 
offending component of yellow fever vaccine 
which caused so many cases of yellow jaundice 
among soldiers, and a method of manufacture 
which removes this component and is believed to 
eliminate the risk of jaundice. 


When Japanese forces advanced through the 
South Pacific, they not only took our sources of 
natural rubber but of quinine as well. The Foun- 
dation is now making an intensive search for a 
substitute for this life-saving drug. Existing 
substitutes have not proved entirely successful. 
Drugs now in use do not always eliminate the 
disease even when they give a symptomatic cure, 
thus leaving the victim a particularly dangerous 
carrier. Nor can they be wholly relied upon to 
prevent development of the disease following the 
bite of an infected mosquito. 


A Foundation activity combining medical educa- 
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tion and our fraternity with British cousins is the 
bringing of fifty selected junior and senior medical 
students to this country to continue their work 
in the leading American Medical Schools and 
incidentally to indoctrinate them in the American 
way of life. 


Psychiatry, now becoming so important as a re- 
sult of the neuroses incident to war, is the subject 
of special studies. Pure science is not being neg- 
lected. As a result of the activities of the Founda- 
tion, 131 of war-torn Europe’s leading mathemati- 
cians have found refuge and opportunity to con- 
tinue studies and teaching in this country. Simi- 
larly, large grants are being used for investigations 
in the biological and social sciences, and in the 
humanities. These include grants for new projects 
of the Library of Congress, projects so new that 
they have not yet found their place in the federal 
budget, which normally supports that illustrious 
institution. 
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Plans Proceed for Chicago Institute 


intensive refresher course in hospital ad- 

ministration for hospital administrators 
and department heads in hospitals, in which em- 
phasis will be placed on meeting the complicated 
administrative problems of wartime, will be held 
at the Knickerbocker Hotel in Chicago, August 30 
to September 10, under the sponsorship of the 
American Hospital Association. Cooperating or- 
ganizations are the American College of Hospital 
Administrators, the American College of Surgeons, 
the American Medical Association and the Chicago 
Hospital Council. 


A S ANNOUNCED in HOSPITALS last month, an 


The headquarters hotel is on Walton Street on 
the Near North Side, one block from Lake Mich- 
igan and near the Chicago campus of Northwest- 
ern University. The hotel will provide rooms for 
institute registrants at a rate of $3.50 per day for 
a single room and $6 for a room with twin beds— 
two in a room, $3 per person. 


This will be the eleventh Institute for Hospital 
Administrators held in Chicago. It will again be 
under the directorship of Dr. Malcolm T. Mac- 
Eachern, associate director of the American Col- 
lege of Surgeons and chairman of the institute 
committee. Innovations and improvements in step 
with the times are being made in the program as 
compared with previous years. 


Some of the speakers who have been invited to 
participate in the Institute, and the subjects as- 
signed to them, are as follows: 

GEORGE BAEHR, M.D., Washington; Chief Medical Officer, 

Office of Civilian Defense 

Civilian Defense 
BENJAMIN W. BiaAck, M.D., Oakland; Medical Director, 
Alameda County Hospitals 
Organization, Management, and Special Problems of 
Government Hospitals 
GEORGE BuGBEE, Chicago; Executive Secretary, American 
Hospital Association 
Business Administration and Accounting 


FRED G. CARTER, M.D., Cleveland; Superintendent, St. 
Luke’s Hospital 


Laundry, Linen, Housekeeping, and Maintenance 


JAMES RUSSELL CLARK, Washington; Director, Wartime 
Service Bureau, American Hospital Association 


Governmental Relations 


Rocer DE Busk, M.D., Evanston; Director, Evanston Hos- 
pital 


The Physical Plant 


NELLIE GorGAS, Minneapolis; Superintendent, St. Barna- 
bas Hospital 


Purchasing 


James A. Hamitton, New Haven; Director, New Haven 
Hospital; President, American Hospital Association 


Fundamental Principles of Hospital Organization and 
Administration Personnel Relationship and Prob- 
lems 


EVERETT W. JoNES, Washington; Head Hospital Consultant, 
War Production Board 
Priorities; Conservation; Substitutes 
RutH PERKINS KUEHN, Pittsburgh; Dean, University of 
Pittsburgh School of Nursing 
Nursing Education, Service, Supply and Demand 
SipnEy O. Levinson, M.D., Chicago; Director, Samuel 
Deutsch Serum Center, Michael Reese Hospital 
Blood Banks; Blood Plasma 
JosEPH G. Norsy, Milwaukee; Superintendent, Columbia 


Hospital; President, American College of Hospital Ad- 
ministrators 


Preparation for a Career in Hospital Administration 
Wituiam S. Rankin, M.D., Charlotte; Director, Duke En- 
dowment 


The Organization and Functioning of the Rural Hos- 
pital and Its Problems 


C. Rurus Rorem, Ph.D., Chicago; Director, Hospital Serv- 
vice Plan Commission 


Hospital Service Plans 
JoHunN M. Storm, Chicago; Managing Editor, HOSPITALS 
Mechanics of Writing for Presentation and Publication 


LERoy C. VINCENT, Chicago; Representative, Council on 
Public Education, American Hospital Association 
Public Education 


FRANK J. WALTER, Denver; Director, St. Luke’s Hospital; 
President-Elect, American Hospital Association 


Postwar Changes in Hospital Administration and 
Service; Postwar Planning 


G. Otis WHITECOTTON, M.D., Chicago; Superintendent, 
University of Chicago Clinics 


Administrative Procedures; New Aspects of Profes- 
sional Procedures 


CHARLES F. WILinsky, M.D., Boston; Superintendent, Beth 
Israel Hospital 
The Relation of the Hospital to Public Health 
Other lecturers will include outstanding author- 
ities on food service, food rationing, maternal care, 
medical social service, medical records, medical 
staff organization, and additional subjects which 


are closely related to current problems 
* * * 


Registration should be made by July 15, if pos- 
sible. The registration fee is $12.00. 


Miss Agnes M. McCann, secretary of the Insti- 
tute for Hospital Administrators, American Hos- 
pital Association, 18 East Division Street, Chicago, 
will receive the registrations and furnish any fur- 
ther information desired concerning the institute. 
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Pamphlet Values 
In Hospital Plan 
Public Relations 


ABRAHAM OSEROFF 


General Manager Hospital Service 
Association of Pittsburgh 


plan there is always a temptation to tell the 

whole story in one printed piece of literature. 
Actually it would take volumes to describe the 
complete story of the hospital-sponsored move- 
ment; if that fact is kept constantly in mind, when 
copy is being lined up for a pamphlet, we venture 
to say the pamphlet will stand a chance of achiev- 
ing positive results when it reaches the public. 


We have found it expedient to design 


’ CREATING PAMPHLETS for the hospital service 


selves to layouts of a conservative character. The 
compositional balance was orderly and dignified, 
the copy was formal and the language used to 
convey our message was, to be quite honest about 
it, strictly academic. 


For all the good this literature did in explaining 
our service, it may as well have been left in a 
corner of our stock room. Now that we are 
reminded of it, we would not be the least sur- 
prised if that is where most of it is today. 


After all, our field representatives had no heart 
in distributing literature which failed to give them 
assistance. There was no point to carrying about 
a pack of heavy printed matter when in each 
instance they had to explain what was meant by 
the contents of the pamphlet. It was much easier 
to tell the story in their own way and simply trust 
the listener’s memory to hold the facts poured 
into him. 


It was only when we changed our style of pres- 
entation to the informal that we found a 





our literature to meet each specific need. 
Literature for hospital distribution, en- 
rollment brochures, printed matter for 
resolicitations, booklets for special events, 
public service pamphlets, and special 
campaign literature are general classifi- 
cations under which fall most of the 
printed matter issued to the public by the 
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spontaneous acceptance which time and 
again prepared the way for increased en- 
rollments. By informal we do not mean 
the loud and blatant or circusy approach, 
but simply a more earthly and natural 
presentation—a, design meant to attract 
the interest of the average man and 
woman. Or better yet, a layout designed 








Hospital Service Association of Pittsburgh. 

Pamphlets require layout, typography 
practice, and often much art work in framing pic- 
tures and drawings. As in other fields, simplicity 
is the keynote to successful design. White space, 
when used ingeniously, may produce far better 
results than hundreds of words. Certainly there is 
much to be said in the hospital service pamphlet, 
and it may seem wasteful to allow all that white 
space to go unused when you could be saying 


something about utilization, health benefits, and _ 


the enthusiastic manner in which the service has 
been accepted by the community. 


Experience has shown us, however, that the 
comprehensive and involved layout will hinder, 
if not destroy entirely, the very purpose of the 
pamphlet. If we may make some suggestions in 
regard to this specialized craft of composing an 
effective layout, we would say that copy should 
be kept at a minimum, obtain as much contrast 
as possible through spacing, color, and typography; 
and allow as much white space as you can in order 
to attract attention and direct the reader’s eye 
swiftly and smoothly to your message. 


White space in itself, however, is not enough. 
When we first began to issue brochures to the 
public as part of our program of education, we, 
like other hospital service plans, confined our- 
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to capture the attention of those with a 
mental common denominator somewhat 
less than average. 


‘ With the passing of years the job of educating 
those who have as yet not availed themselves of 
hospital protection becomes more difficult. Often 
now we find among those we solicit an inability 
to grasp the simplest of language—even total 
illiteracy. 


In the heavy industries, among rural groups, in 
foreign populations, we have found many such 
workers who would readily join our association 
if they fully understood what was being offered 
to them. The realism of our motion picture 
medium meets with a hearty response in these 
groups. When we give them a brochure to take 
home after the movie showing, a brochure pre- 
dominantly pictorial—and copy capable of being 
read and understood by a child in such a house- 
hold—then the effect may indeed result in favor- 
able action. 


We have discovered that once a piece of enroll- 
ment literature has been circulated in a large 
group, it is advisable to distribute a different bro- 
chure when next we attempt a re-solicitation. 


We must remember that those who pay mem- 
bership dues month after month and who encoun- 
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ter no direct contact with our service, are at times 
apt to question the advisability of continuing their 
membership. It is these who need to be re-stimu- 
lated, told of the progress of the service, and the 
latest total amount paid out to hospitals. For these 
reasons we disapprove of a permanent piece of 
enrollment literature. 


We have stated in previous articles, and we 
reiterate, the hospital should serve as a mouth- 
piece for a job of interpretation to those whom it 
naturally attracts as patients and visitors. What 
better way is there of pointing out the merits of 
our approach to. hospital service than to have the 
hospital speak in our behalf to patients and pros- 
pective patients? 


Program Expanded 


Our first experiments in the field of hospital 
literature proved so gratifying that we have since 
made this a major activity of our public relations 
department. From simple little “Hospital Recom- 
mends” pamphlets, which pointed out why the 
particular hospital was participating in the non- 
profit, hospital4sponsored movement, we went on 
to develop a brochure known as “For Your Care 
And Comfort” which is placed on the patient’s 
first tray. 


This booklet is so designed as to give the impres- 
sion that it has been created by the hospital itself. 
The copy assures the patient that members of the 
hospital staff will do everything they can to pro- 
vide for his care and comfort, and the patient is 
told how he can best cooperate with his physician, 
nurses, and other hospital personnel. 


Regulations governing the functioning of the 
hospital are also pointed out in the copy, and the 
booklet concludes by explaining why his hospital 
bill reflects only a fraction of the actual cost of 
hospitalization. It is only in connection with this 
latter subject that the nonprofit group hospital 
service is mentioned! The road to recovery may 
be blocked if the patient has disquieting thoughts 
and worries over the hospital bill, hence the hos- 
pital is participating in our plan. 


Approximately a year ago, we received a tele- 
phone call from the administrator of one of our 
participating hospitals suggesting that we publish 
a series of articles in the local community news- 
paper which would enumerate and describe excep- 
tions contained in our subscribers’ contract. It 
appeared that certain individuals had received the 
wrong impression concerning benefits offered by 
our service, and the result was that following hos- 
pitalization, they would question the correctness 
of the bill given them by the hospital. 


We realized, of course, that to publish the re- 
quested series of articles would be bad public 
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relations, for the possible harm resulting from 
such newspaper stories could far outweigh the 
good received by those needing such information. 


It is practically impossible to tell the whole 
story of our service by means of the newspaper. 
To entrust so involved a subject as exceptions to 
an editor’s red pencil and the space limitations of 
the daily paper, is hazardous, to say the least. 
Yet here was a problem that had to be met, for 
when we inquired of our hospital relations depart- 
ment, we learned that this hospital administrator’s 
experience was not an isolated case. 


Other sections of our territory were also report- 
ing, from time to time, similar confusion in the 
minds of subscribers. As a result we developed 
another hospital admissions pamphlet; this one, 
however, to be placed on the first tray of our sub- 
scribers only. Known as the “Now Your Foresight 
Is Rewarded” pamphlet, this two-color offset- 
printed form features on reverse plates a Hunger- 
ford sketch and descriptive drawings. The lead 
copy on the first page “Now Your Foresight Is 
Rewarded” is followed by: 


“To be taken to the hospital is scarcely a 
matter for rejoicing but it is something that 
happens to most of us at one time or another, 
and in your case you have very wisely pre- 
pared for it. Now that you are confined to the 
hospital and are to receive the benefits of your 
membership in the Hospital Service Associa- 
tion, you will be interested in studying all the 
provisions of your agreement. A common tend- 
ency in all of us is to pass up the reading of 
the provisions of a contract, so we here present 
a digest of the benefits, exceptions, and regula- 
tions contained in your agreement with the 
Hospital Service Association.” 

Circulation Problem 

Following this introductory paragraph the bene- 
fits are described, and then this transitional para- 
graph leads into the vital subject of exceptions: 

“The Hospital Service Association nonprofit 
plan for taking care of hospital bills was estab- 
lished for the average or routine hospital case, 
so naturally there are a number of services the 
hospital can provide which are not included 
in the above list of benefits. On the following 
page you will find a list of such services.” 

The effectiveness of this pamphlet, as well as 
others issued by our public relations department, 
is entirely dependent on the distribution received. 
It is for this reason that we stress the circulation 
phase of our program. Hospital admission clerks 
are constantly reminded to use the pamphlets, and 
additional supplies are forwarded immediately 
when needed. The responsibility for supervising 
the proper distribution of hospital admission liter- 
ature has been assigned to our hospital relations 
department. 
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Ransom Collection Adds Rare Books 
To the Bacon Library 


tion of the Bacon Library was received re- 

cently when John E. Ransom forwarded to 
the American Hospital Association his large li- 
brary of original books and documents bearing on 
the history of hospitals in the United States. Mr. 
Ransom has been engaged for ten years or more in 
writing a definite history of American hospitals, 
a field which at present has no satisfactory book. 


A N IMPORTANT addition to the historical collec- 


In 1939 the Association trustees voted to assist 
Mr. Ransom in this project. A total of $750 was 
appropriated for him to use in accumulating “old 
and interesting books on the history and develop- 
ment of hospitals” with the understanding that 
when he finished with them they would be depos- 
ited with the Association. Approximately $700 was 
spent for this purpose. 


The collection contains many of the standard 
histories of medicine and nursing which are still 
in print (since most hospital history now has to be 
found in medical or nursing histories.) In addition, 
however, there are many rare documents that are 
no longer in print and some that doubtless cannot 
be found in any other place. This is probably the 
most complete collection of historical archives on 
hospital development that has been assembled in 
this country, especially when coupled, as it now is, 
with the other historical materials in the Bacon 
Library which have been accumulated over many 
years. 


It is impossible to list the titles of all of the 162 
books and the 112 pamphlets in the Ransom collec- 
tion. Some of the more interesting and unusual 
items, however, are: 


Documents Relative to the Colonial History of New 
York Procured in Holland, England and France by John 
Romeyn Brodhead, Esq. In ten volumes. Weed, Parsons 
and Company, Albany, 1856. 


The History and Antiquities of Boston From Its Settle- 
ment in 1630 to the Year 1770. By Samuel G. Drake. 
Luther Stevens, Boston, 1856. 


Hand-Book for Hospitals (No. 32, State Charities Aid 
Association of New York), 3rd ed. By Abby Howland 
Woolsey. G. P. Putnam’s Sons, New York, 1895. 


An Address on the General Principles Which Should Be 
Observed in the Construction of Hospitals, Delivered to 
the British Medical Association at Leeds, July 29, 1869, 
with the Discussion Which Took Place Thereon. By Doug- 
las Galton, C.B., F.R.S. MacMillan and Co., London, 1869. 


The Hospital Steward’s Manual: for the Instruction of 
Hospital Stewards, Ward-Masters, and Attendants, in 
Their Several Duties, Prepared in Strict Accordance with 
Existing Regulations and Customs of Service in the 


Prepared by the Committee on Association Library. 
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Armies of the United States of America, and Rendered 
Authoritative by Order of the Surgeon-General. By 
Joseph Janvier Woodward, M.D. J. B. Lippincott & Co., 
Philadelphia, 1862. 


A Thesis on Hospital Hygiene for the Degree of Doctor 
of Medicine in the University of New York. By Valentine 
Mott Francis. J. F. Trow, New York, 1859. 


A History of the Boston City Hospital from Its Founda- 
tion Until 1904. Edited by a Committee of the Hospital 
Staff. Municipal Printing Office, Boston, 1906. 


A Manual of Military Surgery; or, Hints on the Emer- 
gencies of Field, Camp and Hospital Practice. By S. D. 
Gross, M.D. J. B. Lippincott & Co., Philadelphia, 1861. 


An Account of Bellevue Hospital with a Catalogue of 
the Medical and Surgical Staff from 1736 to 1894. Edited 
by Robert J. Carlisle, M.D. Published by The Society of 
the Alumni of Bellevue Hospital, New York, 1893. 


Tuberculosis Hospital and Sanatorium Construction: 
Written for The National Association for the Study and 
Prevention of Tuberculosis. By Thomas Spees Carrington, 
M.D. New York, 1911. 


On Military and Camp Hospitals and the Health of 
Troops in the Field, Being the Results of a Commission to 
Inspect the Sanitary Arrangements of the French Army, 
and Incidentally of Other Armies in the Crimean War. By 
L. Baudens, translated and annotated by Franklin B. 
Hough, M.D. Bailliere Brothers, New York, 1862. 


Hospitals: Their History, Organization, and Construc- 
tion. Boylston Prize-Essay of Harvard University for 
1876. By W. Gill Wylie, M.D. D. Appleton & Co., New 
York, 1877. 


Lister & the Lister Ward in the Royal Infirmary of Glas- 
gow: A Centenary Contribution. Symposium. Jackson, 
Wylie & Co., Glasgow, 1927. 


Extracts from a History of the Massachusetts General 
Hospital, 1810-1851. By Nathaniel L. Bowditch. With a 
continuation, 1851-1872. By Dr. George E. Ellis. Edited by 
Francis Blake. Privately printed, 1899(?). 


On the Construction, Organization, and General Ar- 
rangements of Hospitals for the Insane, with Some Re- 
marks on Insanity and Its Treatment. 2nd ed. By Thomas 
S. Kirkbride, M.D., L.L.D. J. B. Lippincott & Co., Phila- 
delphia, 1880. 


History of the Philadelphia Almshouses and Hospitals 
from the Beginning of the 18th to the Closing of the 19th 
Centuries, Covering a Period of Nearly Two Hundred 
Years, Showing the Mode of Distributing Public Relief 
Through the Management of the Boards of Overseers of 
the Poor, Guardians of the Poor and the Directors of the 
Department of Charities and Correction. Compiled and 
published by Charles Lawrence, 1905. 


Medical History of Michigan. Compiled and Edited by 
a Committee, C. B. Burr, N.D., Chairman, and published 
under the auspices of the Michigan State Medical Society. 
2 vols. The Bruce Publishing Co., Minneapolis & St. Paul, 
1930. 


The Philosophy of Domestic Economy; as Exemplified 
in the Mode of Warming, Ventilating, Washing, Drying & 
Cooking, and in Various Arrangements Contributing to 
the Comfort and Convenience of Domestic Life, Adopted 
in The Derbyshire General Infirmary, and More Recently, 
on a Greatly Extended Scale, in Several Other Public 
Buildings, Newly Erected in This Country; Together with 
an Explanation of the Principles on Which They Are Per- 
formed. By Charles Sylvester, Engineer. H. Barnett, Not- 
tingham, 1819. 


Annual Report of the Board of Trustees of the Massa- 
chusetts General Hospital for the Year 1841. James Lor- 
ing, Boston, 1842. 
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The Vital Statistics and Sanitary Condition of the Hos- 
pitals and Other Institutions in Which Medical Care Is 
Systematically Provided, in the Metropolitan Sanitary 
District; Reprinted from the Second Annual Report of the 
in gy A of Vital Statistics. C. S. Westcott & Co., New 
York, 1868. 


The Western Sanitary Commission: A Sketch of Its 
Origin, History, Labors for the Sick and Wounded of the 
Western Armies, and Aid Given to Freedmen and Union 
Refugees, with Incidents of Hospital Life. By J. G. For- 
man. R. P. Studley & Co., St. Louis, 1864. 


Reports of the Trustees, Steward and Treasurer, and 
Superintendent of the Insane Hospital, 1844. Wm. T. 
Johnson, Augusta (Maine), 1845. 


An Historical Report of the Boston Dispensary for One 
Hundred and One Years. 1796-1897. Prepared by Robert 
W. Greenleaf, A.M., M.D. The Riverdale Press; Brookline, 
Mass., 1898. 


The Future Influence of the Johns Hopkins Hospital on 
the Medical Profession of Baltimore. By John Van Bibber, 
M.D. Innes & Company, Baltimore, 1879. 


Fourth Annual Report of the Inspectors and Superin- 
tendent of Rainsford Island Hospital, Boston Harbor, Oc- 
tober, 1857. Public Document No. 22. William White, Bos- 
ton, 1857. : 


Civi), Religious and Masonic Services, at the Laying of 
the Corner Stone of the Massachusetts General Hospital, 
in Boston, July 4, 1818. From the New-England Galaxy 
and Masonic Magazine, July 10, 1818. 


Proposals of the Massachusetts Hospital Life Insurance 
Company, to Make Insurance on Lives, to Grant Annuities 
on Lives and in Trust, and Endowments for Children. 
James Loring, Boston, 1835. 


The Relation of Hospitals to Medical Education. By 
Charles Francis Withington, M.D. Cupples, Upham & Co., 
Boston, 1886. 


A Hospital Inspector’s Diary: Being an Account of the 
Journey of Tobias Watkins, Assistant Surgeon General, 
U. S. Army, in the Year 1818. By Colonel Harold Welling- 
ton Jones, M.C., U. S. Army. Bull. Hist. of Med., Feb. 1939, 
pp. 210 et seq. 


Experiments and Observations on the Summer Ventila- 
tion and Cooling of Hospitals. By Morrill Wyman. Re- 
printed from the Proceedings of the American Academy 
of Arts and Sciences, v. XXX, Nov. 1894; pp. 482 et seq. 


History of St. Luke’s Hospital with A Description of the 
New Buildings. Wynkoop and Hallenbeck, New York, 
1893. 


Tent Hospitals. By J. Foster Jenkins, M.D. Reprint from 
The Amercian Social Science Association, 1874. 


By-Laws and Regulations of the Bloomingdale Asylum, 
Ordained and Established by the Governors of the New 
York Hospital, Revised and Passed Jan. 1, 1833. R.& G. S. 
Wood, New York, 1833. 


The Raising and Education of Abandoned Children in 
Europe, with Statistics and General Remarks on That 
Subject. By Abraham Jacobi, M.D. Bellevue Hospital 
Printing Office, New York, 1870. 


State of an Institution Near York Called The Retreat 
for Persons Afflicted with Disorders of the Mind. Har- 
grove, Gawthorp, and Hargrove, York (England), 1820. 


Addresses at the Inauguration of the New College 
Building, September 29, 1887; and of the Sloane Mater- 
nity Hospital and the Vanderbilt Clinic, December 29, 





“Bedside Manor” 


The article, “Bedside Manor,” which will be 
published in the July 10 issue of The Saturday 
Evening Post, will be of interest to all hospital 
people. This article, written by Robert M. Yoder, 
columnist of The Chicago Daily News, and illus- 
trated with colored photographs taken by the 
Post’s roving photographer, describes the Wesley 
Memorial Hospital of Chicago. 
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1887. College of Physicians and Surgeons in the City of 
New York; Medical Department of Columbia College, 
1888. 


Communication from the Agent for Building the Insane 
Hospital Accompanying the Governor’s Message. Seven- 
teenth Legislature, No. 3, Senate, State of Maine, Jan- 
uary 1837. Also Report of the Joint Standing Committee 
on the Insane Hospital. Twenty-First Legislature, No. 21, 
Senate, State of Maine, April 1841. 


Florence Nightingale: A Cameo Life-Sketch. By Marion 
Holmes. Published by the Women’s Freedom League, n.d. 


History of the Maryland Hospital for the Insane, Ca- 
tonsville, Md., 1797-1897. A. Hoen & Co., Baltimore, n.d. 


History of the Satterlee U. S. A. General Hospital at 
West Philadelphia, Pa., from October 8, 1862 to October 
8, 1863. By the Rev. Nathaniel West, D.D., Chaplain to 
the Hospital. Printed by the Hospital Press, 1863. 


Third Annual Report of the Directors of the Maine In- 
sane Hospital, December 1842. Twenty-Third Legislature, 
No. 2, Senate. Wm. R. Smith & Co., Printers to the State. 


The Old New York Hospital: an Historical Sketch by 
D. B. St. John Roosa, Formerly House Surgeon to the 
Hospital; a Paper Read Before the Alumni Association of 
the New York Hospital on November 20, 1899. Reprinted 
from The Post-Graduate, Jan. 1900. 


Annual Reports of the Trustees, and Executive Commit- 
tee, of the Rhode Island Hospital, Presented to the Cor- 
poration at Their Annual Meetings, 1864-1877, also 1884. 
Providence. Also, Proceedings at the Opening of the 
Rhode Island Hospital, October 1, 1868. Providence, 1868. 


Tables of Leading Statistics of the Five Dispensaries of 
New York, for the Years 1854, 1855, 1856 and 1857, with 
a History of the Same, and a General View of the System 
Which the Dispensaries Form, Sanitary and Sanatory, 
Preventive and Curative; Together with Forty-Seven 
Reasons Why They Deserve and Should Receive the Sup- 
port of the Public. Published by Authority of the Eastern 
Dispensary. James Egbert, New York, 1858(?). 
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Red Cells, Byproduct of Plasma 


Process, Used to Treat Anemia 


The widespread manufacture of blood plasma at 
this time makes particularly significant a use for 
the red cells which are a byproduct of its prepara- 
tion in the treatment of anemia, according to a re- 
port of Howard L. Alt, M.D., Chicago, in the Jour- 
nal of the American Medical Association for June 
12. 


“Red cell transfusions are not only a satisfactory 
and economical substitute for whole blood trans- 
fusions but also make it possible to give larger 
amounts of red cells more frequently than in the 
present whole blood technique,” Doctor Alt points 
out. 


“Red cells were used for transfusion purposes 
during the first world war but only recently has 
much attention been given to this procedure,” 
Doctor Alt continues, “if cells could be made avail- 
able to the armed forces, it would materially 
hasten the rehabilitation of wounded men who 
have suffered from hemorrhage.” 


Included in his report is the case of a patient 
with progressive anemia, who was not aided by 
the regular treatment, but who has been sustained 
for a year with transfusions of red blood cells 
suspended in a solution of sodium chloride. 
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Purchasing and Storeroom Control—Part III 


FLORENCE KING 


Administrator, The Jewish Hospital, St. Louis 


of purchasing. We have created the homo 

absolutus et perfectus, commonly known as 
the purchasing agent, and we have peeped into the 
millenium and built the ideal storeroom. Now we 
must concern ourselves with the equally im- 
portant subject of the system of handling supplies. 
Or perhaps one should ascribe more importance to 
system than to storeroom facilities for while it 
may be ideal to have adequate storeroom facil- 
ities, it is far better to have poorly-planned store- 
rooms and a good system of handling supplies than 
vice-versa. 


Te FAR we have outlined the “do’s and don’t’s” 


There are many excellent supply control sys- 
tems with varied features to recommend them, but 
in the main they cover the same ground of requi- 
sition, purchase, receiving, checking, dispensing, 
voucher and inventory. As long as I am familiar 
with the system used in my own hospital, I shall 
take the liberty of describing it—not as perfect 
but as a system that we have found satisfactory 
for many years. 


In the Jewish Hospital all purchasing is done 
by the purchasing agent, with the exception of the 
buying of drugs and perishable food supplies, 
which is handled by the pharmacist and dietitian, 
respectively. 


For all items ordinarily kept in stock the pur- 
chasing agent keeps himself posted as to needed 
purchases by referring to the supply cards which 
will be described later in this discussion. For un- 
usual supplies not kept in stock a form which we 
call our “requisition on purchasing department” 
is used. Written in duplicate, one copy is retained 
by the head of the department; the original is 
submitted to the superintendent for approval and 
then turned over to the purchasing agent. 


For every purchase that is made a purchase 
order is written in triplicate. The original is 
mailed to the firm from which the goods are pur- 
chased; one copy is given the storekeeper and the 
other is retained by the purchasing agent for ref- 
erence. Before the third copy is filed in the office 
of the purchasing agent it is sent to the store rec- 
ord clerk so she can insert the order number on 
her card and move the celluloid indicator to show 
that the item has been ordered. The final record 
of the purchase is made after the merchandise is 
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actually received. This intermediary step affords 
the purchasing agent an opportunity to check on 
unfilled orders and also precludes the possibility 
of his duplicating an order that has already been 
placed. 


Many authorities advocate the wisdom of not 
showing on the storekeeper’s copy the quantities 
ordered, lest he grows careless about actually 
counting and checking amounts received. We per- 
mit our man to have this information so that, if 
the entire quantity ordered is not delivered, he 
can immediately originate a back order for his 
file covering the underage yet to be received. This 
seems particularly essential nowadays when an 
order is rarely completely filled at one time. 
Moreover, the storekeeper, cognizant of the fact 
that discrepancies will show up in his inventory, 
does not want to err or cheat in his count. 


Supplies Received 


When supplies are received the storekeeper 
lists them on a receiving slip, the duplicate of 
which he attaches to his copy of the purchase 
order and sends to the store record clerk. She in 
turn checks the receiving slip with the invoice 
and enters on her supply card a complete record 
of the purchase, listing the name of the firm from 
which the purchase was made, date, order num- 
ber, quantity ordered and received, unit price and 
total price. 


We find the large supply card slipped into a 
pocket of the Remington-Rand steel filing cabinet, 
preferable to either the small vertical card file or 
a storeroom book for several reasons. This card 
is large enough to accommodate entries for many 
months and in some cases for several years. It can 
be alphabetically filed and will stay in place, as 
posting is done without taking it from the pocket. 
This prevents mis-filing or loss, as is often the 
case when cards are filed vertically and must be 
removed from the file for posting. The card is 
more easily handled than a large book. The draw- 
er can be quickly removed and placed on the 
clerk’s desk, affording easy access to the records, 
eliminating unnecessary motion and saving a 
great deal of time. 


The shallow drawers of these cabinets contain 
84 cards, two in each leaf, and for our needs we 
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have found a cabinet containing 36 such drawers 
ample space. Each card is printed on both sides 
so it can be reversed for further entries. Filed 
alphabetically, the cards are grouped according to 
general classification, such as “Groceries,” “Med- 
ical and Surgical Supplies,” “Laundry Supplies,” 
etc. A transparent celluloid strip at the bottom of 
the card holds it in place and protects the edge 
of the card from becoming soiled and worn with 
continued handling. Under this transparent strip 
is listed the name of the article and a brief de- 
scription as to size, quality, or grade. A small 
colored indicator clipped over the edge may be 
moved to indicate “low supply,” “order placed” 
or “order filled,” enabling the purchasing agent to 
tell at a glance by its position whether he need 
order certain items. 


Monthly Comparison 


At the end of each month, the balance on hand 
is recorded in the column designed for this pur- 
pose and compared with the inventory figure 
which is shown in red. Any variance is recorded 
in a book presented to the superintendent at the 
end of the month for investigation of any shortage 
that may exist. 


The store record clerk has in her office an in- 
ventory book in which all supplies are listed in 
alphabetical order and classified as in the card 
file. After each requisition day she checks perhaps 
fifty items, choosing them at random. The store- 
keeper inserts his inventory figures in the book 
and returns it to her office. He can not “pad” his 
inventory to cover any shortage for he has no 
knowledge of the figures on the cards, and the 
store record clerk, having no access to the supply 
room, can not “fix” or alter her records. Thus this 
perpetual inventory prevents leakage and “pad- 
ding of accounts.” 


The entire system is under the direction of the 
chief accountant who, with her experience in 
handling accounts, appears to be the logical one 
to supervise it. Weekly summaries are kept by 
the record clerk and at the end of each month 
reports are submitted to the chief accountant who 
in turn presents them to the superintendent. The 
report for each department is placed on a separate 
sheet, with columns arranged for each month in 
the year, so that monthly comparisons may readily 
be made. In this way, extravagance and poor man- 
agement can often be detected and corrected. The 
average daily census appears in each column be- 
cause this fluctuating figure has a distinct bearing 
on departmental costs. When the census is high, 
a department’s expenses necessarily rise, but, with 
a lowered census, it is natural to expect a decrease 
in costs. 


102 


Head nurses are shown comparative reports 
listing the cost of supplies and the daily average 
of patients on each division, as this stimulates 
competition in lowering costs. No head nurse 
wants to be considered a poorer manager than her 
neighbor in a similar ward caring for the same 
type of patient with a similar daily average. 


Supplies are dispensed only upon presentation 
of a written requisition, signed by the department 
head and approved by the superintendent. Requisi- 
tions from the nursing department are approved 
by the school principal before being sent to the 
superintendent. The person receiving the supplies 
checks them and signs the requisition, which is 
then sent to the store record clerk for entry on 
her supply card of goods dispensed. 


In requisitioning materials, each department 
head is required to use a standard nomenclature 
and articles not so listed will not be dispensed. 
This simplifies matters for the storekeeper and the 
store record clerk, as one head nurse may ask for 
“tongue depressors,” another for “spatulae” and 
still another for “tongue blades.” 


To distribute the work of the storekeeper and 
the store record clerk throughout the week, cer- 
tain days are designated for the requisitioning of 
the various types of supplies, such as Tuesday for 
medical and surgical supplies, Thursday for sta- 
tionery and Friday for linen. 


Transfer Requisition 


When the storekeeper fills his requisitions, he 
places a check opposite each item as it goes into 
the division’s basket. If he is short an article, he 
places a zero before that item in place of the 
check mark. When the requisition reaches the 
store record clerk, she knows that items preceded 
by a zero were not in stock and she immediately 
transfers such items to a new requisition and 
marks it “transfer requisition.” These are again 
approved by the administrator and given to the 
purchasing agent so that he can order the needed 
supplies without delay. 


In the case of special requisitions or back orders, 
the requisition is clipped to the second sheet of the 
purchase order which goes to the storekeeper. As 
soon as the item comes in, he perceives by the 
requisition attached to his purchase order that 
these supplies are due a certain department and 
makes immediate delivery. 


All supplies are dispensed through a Dutch door 
provided with a shelf on which the articles may 
be checked and, as suggested previously, no per- 
son enters the storeroom except the storekeeper. 
This precludes the possibility of any employee ap- 
propriating a box of matches or a bar of soap. 
It also places full responsibility on the storekeeper 
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and affords him no opportunity to blame others for 
any shortage that may occur. 


Breakage and Loss 


Every department head is held responsible for 
the breakage and loss in his department. A requisi- 
tion on which broken and worn articles are listed 
in red in the exchange column is sent, after being 
properly approved, to the storeroom to be filled, 
just as is any other requisition. The name of the 
person responsible for the loss or breakage is 
shown opposite the item and in bygone days a 
special charge was made against that individual. 
Employees do not pay for breakage but records 
are kept and gross carelessness is called to the 
attention of the offender. 


Torn and worn linen, accompanied by a requisi- 
tion listing the items, is sent to the linen room for 
exchange each week. New or mended linen is im- 
mediately dispensed to replace that sent down to 
the linen room, and the torn linen, after being 
mended, is again dispensed with a value of “no 
charge” placed after the item on the requisition. 
Thus, no division need be handicapped while 
mending is delayed, nor is it charged twice for 
the same item. A charge is entered against the 
division receiving the linen only when new arti- 
cles are dispensed. 


We like the system. It entails red tape but we 
think it worth it. In fact, I have never understood 
how any purchasing agent could know where to 
start if he did not have a like system or its equiva- 
. lent. A glance at any card will show the purchas- 
ing agent— 


1 The quantities used in the past for a week, 
a month, a year or 15 years 

2 The prices paid all through the years 

3 The quantity now on hand 

4 The quantity to be purchased 


If he is testing a new product he can make com- 
parisons of quantities used and dollars saved. 


A review of the cards quickly reveals items slow 
in moving and those no longer requisitioned at all. 
Thus he can check on obsolescence and can dispose 
of or commit to new uses items no longer used for 
their original purpose. 


A perusal of the cards will permit him to inves- 
tigate why Division 7, which formerly ordered 6 
of an item each week, is now using 12, and per- 
haps prevent further extravagance or careless 
ordering. 


A Net Saving Realized 


All in all, we have found our system of supply 
control not only a very satisfactory one so far as 
convenience and economy in handling supplies are 
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concerned but also a very decided saving from a 
dollars and cents point of view. During the first 
six months, after considering the added expense 
of the store record clerk’s salary and the new fil- 
ing cabinet and equipment, we realized a net sav- 
ing of $600. Regardless of the system employed, 
we need the purchasing agent and the storekeeper, 
so the only added employee is the store record 
clerk and the savings realized have more than 
compensated us for the extra salary paid. 


We owe our ultimate economies to— 

1 Careful purchasing and handling of supplies 

2 An accurate store record system 

3 Perpetual inventories, with the storekeeper 
having no knowledge of the data on the cards, 
and the store record clerk having no access 
to the supply room 

4 Complete system of exchanging in every de- 
partment in the house 

5 Holding every employee responsible for 
breakage and loss 

6 Detailed comparative reports prepared’ for 
the superintendent 

7 Interesting head nurses and department heads 
in competitive economy 

8 Confirming every verbal purchase order with 
a written one, preventing the possibility of 
error in quantity, quality and price 

9 Selecting durable materials and products of 
costly at the time, will prove a saving in the 
proven merit, which, though perhaps more 
end 
Last but not least, the conscientious efforts of 
a purchasing agent, a storekeeper and a store 
record clerk who put honesty and accuracy 
before personal interests. Dishonesty and care- 
lessness do not go hand in hand with economy. 


The purchasing and storage set-up in my hos- 
pital and perhaps in yours leaves much to be de- 
sired, and none of us can achieve phenomenal 
changes overnight. The reformer does this, and 
that is why reformers always fall out among them- 
selves. To the conservative, what exists must not 
be changed; he dreads being inconvenienced by 
the new. What must be done is to compromise. 
Somewhere between the perfection at which the 
reformer aims and the status quo of the conserva- 
tive lies the point where we must attain that bal- 
ance which is synonymous with good management. 
Management is a compromise. It is what the word 
means—that somehow, with what there is, we 
must manage. So, if we cannot rub Aladdin’s lamp 
and produce a model storeroom, let us compromise 
with a good—and not necessarily complicated— 
system that will keep step with ‘the other pro- 
gressive features of our hospitals. 
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Institutional Membership Continues To Rise 


ships were last published in September 1942. Thus, the steady increase of former years continues 


Ts AMERICAN HospiTaL AssociaTIon’s institutional membership has climbed 184 since new member- 


through this period of war disturbance. Total institutional membership today is 3248, highest in the 
Association’s history. New members listed below are of significantly wide distribution, representing 
thirty-one states, Hawaii and Canada. New members are: 


Alabama: Hargis Clinic Hospital, Birmingham 


California: Downey Community Hospital, Downey ; 
St. Vincent’s Hospital, Los Angeles 


Colorado: Bates Hospital and Sanitarium, Ouray; 
Fort Morgan Hospital, Fort Morgan; Monte Vista 
Community Hospital, Monte Vista; Mount Airy 
Sanitarium, Denver 


Florida: Fort Pierce Memorial Hospital, Fort 
Pierce; Nassau County Hospital, Fernandina; St. 
Mary’s Hospital, West Palm Beach 


Georgia: Atlantic Coast Line Railroad Hospital, 
Waycross; Floyd Hospital, Rome; Harbin Hos- 
pital, Rome; Huson Memorial Hospital, Covington ; 
Mulkey Hospital, Millen; Tift County Hospital, 
Tifton 


Indiana: Fayette Memorial Hospital, Connersville 
Iowa: St. Joseph Hospital, Ottumwa 


Kansas: Kansas Hospital Service Association, 
Topeka 


Kentucky: Riverview Hospital, Louisa 


Louisiana: Hodge Clinic, Hodge; Ruston-Lincoln 
Sanitarium, Ruston 


Massachusetts: Allerton Hospital, Brookline ; Cen- 
tral Hospital, Somerville. 


Michigan: Goodrich General Hospital, Goodrich; 
Haven Sanitarium, Rochester; Kretzschmar Diag- 
nostic Clinic and Hospital, Detroit; Newberry 
Clinic Hospital, Newberry; Tecumseh Hospital, 
Tecumseh. 


Minnesota: Homewood Hospital, Minneapolis; 
Rush City Hospital, Rush City 


Missouri: Barry County Clinic and Hospital, Cass- 
ville; Sikeston General Hospital, Sikeston 


Montana: Hospital Service Association of Mon- 
tana, Helena 


Nebraska: Dodge County Hospital, Fremont; 
Douglas County Hospital, Omaha 


New Hampshire: New Hampshire Hospitalization 
Service, Concord 


New Jersey: Zurbrugg Memorial Hospital, River- 
side 


New Mexico: Nazareth Sanatorium, Albuquerque. 
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New York: Beth Abraham Home for Incurables, 
New York; Home for Aged and Infirm Hebrews, 
New York; Israel Zion Hospital, Brooklyn; Maim- 
onides Hospital, Liberty; St. Luke’s Hospital, 
Newburgh; Stony Wold Sanatorium, Lake Kusha- 
qua; Utica Memorial Hospital, Utica. 


North Carolina: North Carolina State Hospital, 
Raleigh; Rowan Memorial Hospital, Salisbury; 
St. Joseph’s Hospital, Asheville 


Ohio: San Antonio Hospital, Kenton 


Oklahoma: Clinic Hospital, Okemah; Memorial 
Hospital, Woodward; Stillwater Municipal Hos- 
pital, Stillwater 


Oregon: Charlton Hospital, Tillamook ; Northwest 
Hospital Service, Portland 


Pennsylvania: Armstrong County Hospital, Kit- 
tanning; Henry Clay Frick Memorial Hospital, 
Mount Pleasant; Maple Avenue Hospital, DuBois; 
Home for Consumptives, Philadelphia; Nazareth 
Hospital, Philadelphia; Women’s Homeopathic 
Hospital, Philadelphia 


Texas: Davidson Clinic-Hospital, Seagraves ; Frid- 
dell Hospital, Terrell; Group Hospital Service, 
Inc., of Texas, Dallas; Moore Hospital and Clinic, 
Vernon; St. Ann Hospital, Abilene; Wheeler Hos- 
pital, Wheeler 


Vermont: Mayo Memorial Hospital, Northfield 


Virginia: Alexandria Hospital, Alexandria; Crip- 
pled Children’s Hospital, Richmond 


Washington: Clark General Hospital, Vancouver; 
Cobb Hospital, Seattle; Harrison Memorial Hos- 
pital, Bremerton; John Brining Memorial Hospi- 
tal, Dayton; Northern Permanente Foundation, 
Vancouver; Oakhurst Sanatorium, Elma 


Wisconsin: Ashland General Hospital, Ashland; 
Mauston Hospital, Mauston; Stoughton Hospital, 
Stoughton 


Wyoming: Wyoming General Hospital, Rock 
Springs 

Honolulu: Kapiolani Maternity and Gynecological 
Hospital, Honolulu 


Canada: Jewish Hospital of Hope, Montreal, P. Q.; 
Plan for Hospital Care, Toronto, Ont.; Quebec 
Hospital Service Association, Quebec, P. Q. 
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Trustees Initiate New 
Association Activities 
Summary and Minutes 


(Continued from page 15) 
Bluestone, M. D., chairman of the special com- 


mittee, whose other members are to be R. C. Buer- 
ki, M. D. and Claude W. Munger, M. D. 


Director of the project will be E. H. Lewinski- 
Corwin, who is widely known in the Association. 
He has been a personal member since 1925 and is 
an honorary fellow of the American College of 
Hospital Administrators. He is also executive sec- 
retary of the Committee on Public Health Rela- 
tions of the New York Academy of Medicine. 


* * % 


The American Library Association earlier this 
year asked the American Hospital Association to 
be represented on a special committee to study the 
extent and quality of hospital library service. 
Specifically it proposed: 


“That a sampling study be made to the develop- 
ment of hospital library service up to this time; 
that the various types of service be evaluated in 
so far as feasible, that recommendations be made 
for future development, that the report be pub- 
lished for wide distribution to hospital administra- 
tors, librarians, physicians and others interested.” 


The trustees accepted this invitation and author- 


ized the executive secretary to represent the As- 
sociation. They also: 


GRANTED a request that employees of group 
hospital plans and hospital volunteers be permit- 
ted to wear the War Service Emblem; 


VOTED “not to advise the formation of a 
national organization of men volunteers under 
sponsorship of the Association”; 


APPOINTED Frank R. Bradley, M. D., of St. 
Louis, chairman of the Council on Hospital Plan- 
ning and Plant Operation; 


URGED the Association to explore possibilities 
of having voluntary hospitals included in the 
Federal Works Program; 


VOTED that administrative regulations of the 
Hospital Service Plan Commission be amended to 
increase the monthly rate per subscriber contract 
from one to one and a quarter mills with certain 
maximum and minimum limits; 


HEARD President James A. Hamilton announce 
that the House of Delegates would meet next on 
Sunday morning, September 12, at Buffalo; 


TOOK notice of the Wagner Health Bill, voting 
that members of the Joint Advisory Committee 
and Council of Government Relations “oppose that 
portion of the bill having to do with hospitaliza- 
tion,” if this is found to conflict with the Bishop 
Resolution and the “Principles for Provision of 
Hospital Care.” 


Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


(To be submitted for approval at the next meeting of the Board of Trustees) 


18 East Division Street, Chicago, Illinois 
Friday, June 4, 1943 


The meeting was called to order at 10 a.m. by President 
James A. Hamilton. 


PRESENT: 


James A. Hamilton Lewis E. Jarrett, M.D. 
Rt. Rev. Msgr. M. F. Griffin Frank J. Walter 

Edgar C. Hayhow Peter D. Ward, M.D. 
Harley A. Haynes, M.D. Charles F. Wilinsky, M.D. 
Stuart K. Hummel George U. Wood 


Trustee Jessie J. Turnbull was absent. 


Approval of Minutes 
VoTEeD: That the minutes of the meetings of February 
12 and 13 be approved. 
Election of Editor of HOSPITALS 
VoTEepD: That the Executive Secretary serve also as 
Editor of HOSPITALS. 
Confirmation of Mail Ballots 
1 Managing Editor of HOSPITALS 
The Executive Secretary reported that a mail ballot had 


been taken regarding the appointment of John M. Storm 
as Managing Editor of HOSPITALS as nominated by the 
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Executive Secretary with the approval of the committee 
of three trustees. Nine votes were in the affirmative; three 
members did not vote. 


Votep: That mail ballot approving the appointment of 
John M. Storm as Managing Editor of HOSPITALS be 
confirmed. 


There was discussion as.to whether the Managing Editor 
should be (a) an appointee of the Board of Trustees; 
(b) selected by the Executive Secretary acting independ- 
ently; or (c) selected by the Executive Secretary after 
consultation with a committee of the Board of Trustees. 


VotTeD: That the Board of Trustees establish the policy 
that all employed personnel of the Association be 
selected by the Executive Secretary without requiring 
Board of Trustees’ approval. 


2 Stnate Bill 983, House Bill 2326, on Training of Nurses 


The Executive Secretary reported that a mail ballot had 
been taken on the following resolution and nine members 
voted in the affirmative, two in the negative, and one did 
not vote. 


WHEREAS, the present supply of graduate nurses for 
military and civilian hospitals is inadequate to meet 
basic needs; 


WHEREAS, this shortage will tend to increase because 
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of the heavy demand by both the military and civilian 
populations for graduate nurses; 


WHEREAS, the competition of other war activities is 
likely to reduce rather than permit the necessary in- 
crease in normal recruitment of young women for the 
nursing profession; 


WHEREAS, every effort must be made to increase the 
enrollment of schools of nursing in order that the 
present shortage may be met before there occurs a 
serious breakdown in the health and hospital services 
of the nation; 


WHEREAS, the American Hospital Association con- 
siders this to be one of the most critica) problems 
facing the hospitals of this country; 


THEREFORE BE It RESOLVED: That the Board of Trus- 
tees of the American Hospital Association approves 
in principle Senate Bill 983, House Bill 2326, which 
provides “for the training of nurses for the armed 
forces, governmental and civilian hospitals, health 
agencies and war industries” and urges your favor- 
able action with minimum delay. 


VoTED: That the mail ballot approving the resolution 
regarding S. 983, H. R. 2326, be confirmed. 


3 Authorization for Accomplishment of Required Bank 
Forms 


The Executive Secretary reported that a mail ballot had 
been taken authorizing George Bugbee to sign checks as 
Executive Secretary after the close of business April 30, 
1943 and authorizing the execution of the required bank 
forms. All members of the Board voted in the affirmative. 


VoteD: That the mail ballot authorizing George Bug- 
bee to sign checks as- Executive Secretary, after the 
close of business April 30, 1943 and authorizing the 
execution of the required bank forms be confirmed. 


Approval of Election of Delegates 
Oklahoma 


The Executive Secretary read a communication from 
the Secretary of the Oklahoma State Hospital Association 
advising that J. O. Bush, Jr., had been elected Delegate 
for Oklahoma and E. U. Benson had been elected Alter- 
nate, replacing the representatives who had been elected 
for the 1940-41 terms and who had served again last year 
in the absence of a regular election. 


Votep: That J. O. Bush, Jr., be approved as Delegate 
and E. U. Benson as Alternate, representing the State 
of Oklahoma in the House of Delegates of the American 
Hospital Association. 


Ohio 


The Executive Secretary read a communication from 
the Executive Secretary of the Ohio Hospital Association, 
certifying to the election of Rev. Raymond V. Johnson as 
an Ohio Delegate to the House of Delegates, replacing 
George Bugbee, resigned. 


VorTEp: That Rev. Raymond V. Johnson be approved as 
a Delegate representing the State of Ohio in the House 
of Delegates of the American Hospital Association. 


Wisconsin 


The Executive Secretary read a communication from the 
Secretary of the Wisconsin Hospital Association advising 
that N. E. Hanshus had been appointed Delegate and 
Rev. Herm. L. Fritschel, Alternate, to represent the State 
of Wisconsin in the House of Delegates of the American 
Hospital Association. Under the By-Laws, the terms of 
Grace T. Crafts, Delegate, and of N. E. Hanshus, Alternate, 
have not expired. 
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Vorep: That the Secretary ot the Wisconsin Hospital 
Association be advised of the unexpired terms of Miss 
Crafts and Mr. Hanshus, and that he be asked to advise 
the. Board of Trustees what are the desires of the Wis- 
consin Association under these conditions. 


Death of Trustee J. H. Groseclose, D. D. 

The President stated that it was with deep sorrow he 
reported the death of Trustee J. H. Groseclose, D.D., which 
occurred in Dallas on May 9, 1943. Resolutions from the 
Staff of the Methodist Hospital of Dallas and from the 
Texas Hospital Association were read. 


Vorep: That the Board of Trustees adopt the following 
resolution, and that copies be sent to Mrs. Groseclose, 
the Staff and Trustees of the Methodist Hospital of 
Dallas, and to the Texas Hospital Association. 


Wuereas, God in His providence has taken from us 
our respected and beloved Trustee, Dr. J. H. Grose- 
close; and 


WHEREAS, our close association with Doctor Groseclose 
has taught us to respect his counsel and advice and to 
love him for his personal qualities: 


THEREFORE BE It RESOLVED by the Board of Trustees 
of the American Hospital Association that in the death 
of Doctor Groseclose 


First: Each of us has lost a friend; that this Board 
has lost a wise and trusted counsellor and member; 
that his hospital and community have lost a guiding 
spirit of the highest ideals and a citizen who always 
gave his services willingly and well; 


Seconp: That we extend to his surviving wife and 
son our deepest sympathy; 


Tuirp: That a copy of these Resolutions be spread 
upon the minutes of the Board of Trustees of the 
American Hospital Association, and a copy sent to 
Mrs. J. H. Groseclose, the Staff and the board of 
trustees, of the Methodist Hospital of Dallas and to 
the Texas Hospital Association. 


There was discussion of the advisability of filling the 
unexpired term of Dr. J. H. Groseclose as Trustee, as the 
Board may.do under Article VIII, Section 1 of the By- 
Laws. 


Vorep: That the Board of Trustees not appoint a succes- 
sor to J. H. Groseclose, D.D., but refer the matter to the 
Committee on Nomination of Officers for their attention 
at the next annual meeting of the Association. 


Inter-American Hospital Association 

President Hamilton reported that the Pan-American 
Sanitary Bureau would act as the fiscal agent for the 
Inter-American Hospital Association, and that the Direc- 
tor of the Bureau, Mr. Hugh S. Cummings, had written 
a letter on behalf of the Inter-American Association, 
requesting deposit of funds appropriated for the develop- 
ment of Institutes in Central and South America. In line 
with the action taken by the Board of Trustees on De- 
cember 12, 1942, it was 


Votep: That funds in the amount of $1000 be deposited 
with the Pan-American Sanitary Bureau for the Inter- 
American Hospital Association. 


Recommendations of Blue Cross Plan Approval Committee 


The Executive Secretary read an opinion from Mr. 
Oswald Maland of the firm of Chapman & Cutler, attor- 
neys for the Association, which was unfavorable to Section 
No. V of the Recommendations by the Blue Cross Plan 
Approval Committee. These recommendations were con- 
sidered by the Board of Trustees December 12, 1942, and 
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Probably never before has the civilian doctor been 
busier than he is these war days. Or the hospital’s 
services more taxed. 

Now more than ever you will appreciate the 
smooth, reaction-free infusion technique assured by 
the use of Cutter Solutions in Saftiflasks. No loose 
parts to wash, sterilize and assemble. No time- 
consuming gadgets to fuss with. Just plug in your 
injection tubing. 

Cutter Solutions are prepared in one of America’s 
oldest biological laboratories. Each lot passes every 
known test. Proven safe before it leaves the labo- 
ratory. Specify solutions “in Saftiflasks!” 
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ORDINARY SUTURE 


$1zE 1, charted by the photoelectric micro- 
gauge, shows diameter irregularities along en- 


tire length of strand. 


ETHICON SUTURE 


$1zE 1, charted in same manner by the micro- 
gauge, shows gauge-uniformity resulting from 
exclusive Tru-Gauging process. This gauge- 
uniformity assures greater strength by elimi- 


nating “low spots” that cause weakness. 


INCHES 3 


INCHES 3 


° 


Which suture will break first 


... and 


@ The proverb, “A chain is no stronger than its 
weakest link,” holds true in the science of suture 
making... By having no “low spots” Ethicon 
eliminates the “weak links” that cause breakage. 

In the graphs above, which were made on a spe- 
cially-constructed photoelectric microgauge, it is 
demonstrated that the ordinary suture varies in 


where? 


diameter 16 times as much as the Ethicon suture. 
Ethicon’s superior gauge-uniformity, which gives 
greater uniformity of strength, is achieved by 
Johnson & Johnson’s exclusive Tru-Gauging 
process. 

For all that is best in a suture ... to serve the 
skill of your surgeons . . . specify Ethicon. 


TWO MORE ETHICON EXCLUSIVES—Lock-Knot Finish exerts a gripping action that helps lock the knot readily, 
without undue tension that might cut or strangulate tissue. Tru-Chromicizing resists premature absorption, assures 


strand-integrity while wound heals. 


Johnson & Johnson Sutu~e Laboratories at New Brunswick, N. J.; Chicago, Ill.; Brazil; Argentina; England; Australia 


Ethicon Sutures for every Surgical Need 


@ Ethicon Absorbable and Non-Absorbable Sutures are supplied in a wide range of sizes to meet every surgical need. 
The Ethicon Line offers a most complete assortment of special sutures for all the following surgical fields: 


GENERAL SURGERY UROLOGY 
GYNECOLOGY EYE SURGERY 
OBSTETRICS DENTAL 
GASTRO-INTESTINAL Ear, NOSE, THROAT 


THYROID ORAL SURGERY 
NEURO-SURGERY PROCTOLOGY 

PLASTIC SURGERY INDUSTRIAL SURGERY 
ORTHOPEDICS 
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in February 1943, and approved subject to the opinion 
of the legal council of the Association. 


Vorep: That in view of the legal interpretation, Section 
No. V be eliminated from the Approval Recommenda- 
tions. 


Amendments to the Administrative Regulations of the 
Hospital Service Plan Commission 
The following amendments to the Administrative Reg- 
ulations of the Hospital Service Plan Commission were 
presented for approval. 


Amendment: In order to bring the By-Laws of the Amer- 
ican Hospital Association into verbal conformity with the 
Administrative Regulations, the Active Institutional Mem- 
bers, Type IV, voted on March 4, 1942, to amend the 
Administrative Regulations as follows: 


a) To amend Part I, Section C, Paragraph 2, to read 
as follows: 


“All policies of the Commission shall be embodied in 
administrative regulations adopted by Active Institu- 
tional Members, Type IV, and approved by the Board 
of Trustees.” 


b) To amend Part I, Section E, to read as follows: 


“All policies and activities of the Commission involv- 
ing the use of monies deposited in a Special Trust 
Fund pursuant to Section 1 of Article II of the By- 
Laws of the American Hospital Association shall be 
guided by administrative regulations adopted by the 
Active Institutional Members, Type IV.” 


Amendment: On February 8, 1942, the Active Institutional 
Members, Type IV, voted to amend the Administrative 
Regulations by changing the month dues mentioned in 
Part II, Section A, as follows: 


Monthly rate: 14% mills per subscriber contract 
Minimum: $20. per month 
Maximum: $500. per month 


Effective date: February 1, 1944 


VoTED: That the above Amendments to the Administra- 
tive Regulations of the Hospital Service Plan Commis- 
sion be approved. 


Finances of the Association 


The Executive Secretary presented financial statements 
covering revenues and expenditures for the period Janu- 
ary through May 1943, with an estimate of such revenues 
and expenditures for the year 1943. Upon the Executive 
Secretary’s recommendation it was 


VotTEeD: That the budget for the year be amended to 
show increased revenues and by appropriation for 
necessary additional expenditures as outlined. 


Upon recommendation of the Executive Secretary and 


Treasurer, in order to simplify the funds of the Associa- ° 


tion, it was 


1 Votep: That investments in the amount of $1,979.08 
now segregated in a Reserve Fund be added to the 
Contingent Fund. And further, that the Reserve Fund 
as first created by action of the Board February 14, 
1927, be discontinued under that title and such funds 
be accumulated in the Contingent Fund. 


2 VoTEep: That funds in the amount of $1,290.69 now 
in the First National Bank of Chicago as a reserve for 
Social Security taxes be transferred to the Contingent 
Fund. 


3 Vorep: That a Treasurer’s savings account be created 
to which may be transferred as a savings account under 


110 








signature of the Treasurer and the Executive Secretary 
the cash now part of the Contingent Fund. 


4 Votep: That the Treasurer and Executive Secretary 
be authorized to purchase from time to time for the 
Contingent Fund, Canadian Government bonds from 
the account of the Bank of Montreal in which the dues 
of Canadian members are deposited, and that cash to 
the amount of the purchase cost be transferred from the 
Contingent Fund to General Funds. 


Upon recommendation of the Committee on Coordina- 
tion of Activities that a total sum of $3200 be added to 
the Council and Coordinating Committee budgets, to be 
divided as follows: Council on Administrative Practice, 
$1125; Council on Association Development, $1600; Coun- 
cils—General, $475; it was 

VoTeEpD: That the sum of $3200 divided as recommended 

be added to the Council and Coordinating Committee 

budgets. 


Resolutions of State Associations 


The Executive Secretary reported that he had received 
copies of resolutions from different state associations 
covering various subjects. It was the consensus that state 
and regional associations be encouraged to transmit all 
such resolutions through the Board of Trustees rather 
than directing them to federal agencies in the interest 
of strengthening a coordinated program by all hospitals. 
It was suggested that the Executive Secretary write the 
secretaries of the state associations and present this 
thought to them. 


A resolution from the Hospital Association of Pennsyl- 
vania, in respect to the care of war casualties, was 
presented. The Executive Secretary was instructed to 
advise the Pennsylvania Association that an attempt was 
being made to carry out the sense of this resolution. 


The Executive Secretary reported that the Hospital 
Association of Pennsylvania had also forwarded resolu- 
tions in regard to the Nursing Bill (§. 983, H. R. 2326), 
and in honor of Asa S. Bacon and Bert W. Caldwell, M.D. 


The Executive Secretary reported receipt of a resolution 
from the Carolinas-Virginias Hospital Association urging 
that the Association take an interest in Inter-American 
hospital activities. The Carolinas-Virginias Association 
is to be advised of the interest the Association has already 
evidenced through the establishment of its Inter-Ameri- 
can Committee and direct contribution to the Inter- 
American Hospital Association. 


War Conference Plans 


President Hamilton reported that after discussion with 
the American Protestant Hospital Association and the 
American College of Hospital Administrators, the first 
meeting of the House of Delegates was planned for Sun- 
day morning, September 12, with a second meeting 
Tuesday evening, September 14. 

The Executive Secretary read certain correspondence 
from the Office of Defense Transportation in regard to 
the advisability of holding a convention. It was agreed 
that the Executive Secretary further advise Mr. Joseph 
Eastman of the importance of the War: Conference to the 
hospital field in view of the complex problems with which 
hospitals are confronted, making clear that the purpose of 
the War Conference was to assist hospitals in meeting the 
pressing problems now being faced in order that essential 
hospital activity may continue to function. The program 
had been planned with present conditions in mind, and 
high-ranking government officials had been asked to 
participate and lend their advice and counsel. 

The Executive Secretary reported that the hotel and 
convention hall arrangements in Buffalo appeared satis- 
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factory, exhibit space had been selling well, and exhibitors 
had been asked to streamline their exhibits as much as 
possible in order to comply with the desire of the Office 
of Defense Transportation that shipping be held at a 
minimum. In order to further cooperate with the O.D.T., 
it was the sense of the group that only 2 booths be allowed 
each exhibitor. 


Vorep: That the plans for the Wartime Conference 
proceed as outlined. 


The President gave a brief outline of the plans for the 
session programs. Some of the morning sessions had been 
consolidated, but in general they would be similar to those 
of former years. The afternoon sessions would be panel 
discussions covering rationing, manpower, medical eco- 
nomics, and postwar planning. For the President’s Ses- 
sion on Monday evening it is planned to have one main 
speaker in addition to the addresses of the President and 
President-Elect, the presentation and acceptance of the 
Award of Merit, and the National Hospital Day Awards. 
Two sessions would be held on Tuesday evening—one for 
the House of Delegates, the other for Hospital Volunteers. 
Wednesday evening’s session will have as its theme, the 
United Nations and Pan America. Thursday evening the 
Annual Banquet will be held. 


HOSPITALS 
There was discussion of the present status of the Official 
Journal, HOSPITALS, and upon recommendation of the 
Executive Secretary and with the approval of the Com- 
mittee on Coordination of Activities, it was 


1 Votep: That the Board of Trustees approve the Com- 
mittee on Coordination of Activities as advisors to the 
Editor on matters of interest to the Association which 
require the expression of an official position by the 
Trustees of the American Hospital Association. 


2 Votep: That the Editor, with the advice of the Presi- 
dent and Treasurer, be authorized to so change the 
format, content and arrangement of the magazine as 
in his opinion is deemed necessary to advance the posi- 
tion of the Journal. 


3 Vorep: That the income of HOSPITALS as now cal- 
culated and as increased during the year 1943 be ap- 
propriated for use by the Editor, with the advice of 
the President and Treasurer, for the employment of 
additional personnel, either editorial or business, and 
for the purchase of special services and materials for 
the improvement of the Official Journal. 


4 VotTep: That the Editor, with the advice of the Presi- 
dent and Treasurer, be authorized to proceed with an 
increase in advertising rates in an amount and at such 
a date as he shall deem wise. 


Vacancies on the Council on Hospital Planning and 
Plant Operation 

It was reported that there were three vacancies on the 
Council on Hospital Planning and Plant Operation, caused 
by the death of Ernest R. Carney and the resignations 
of Donald M. Morrill, M.D., and George Bugbee. 

VoTED: That the Board of Trustees approve the follow- 

ing appointments to the Council on Hospital Planning 

and Plant Operation: Term to expire 1943—Albert W. 

Snoke, M.D., Strong Memorial Hospital, Rochester, New 

York; William Rich, Lincoln Hospital, Durham, North 

Carolina; Term to expire 1944—Ray Bodwell, Huron 

Road Hospital, Cleveland, Ohio. 


Committee on Approval of Publications 
Upon nomination of President Hamilton, it was 


VotTep: That Stuart K. Hummel, Chairman, Harley A. 
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Haynes, M.D., and the Executive Secretary be appointed 
as members of the Committee on Approval of Publica- 
tions. 

Senate Bill 983, the Nursing Bill 
It was suggested that if Senate Bill 983 became a law 


it would be desirable for the American Hospital Associa- 
tion to have representatives to act as advisors to those 
charged with the responsibility of carrying out the provi- 
sions of the Bill. It was agreed that such representatives 
of the Association be James A. Hamilton, R. C. Buerki, 
M.D., and Claude W. Munger, M.D. 


Personnel 
The attention of the Board was called to the “Manual 


on Job Specifications for a Hospital Organization” which 
was published in June 1940. It was agreed that the 
Manual be referred to the Committee on Personnel Rela- 
tions of the Council on Administrative Practice with a 
request that it be revised for publication. 


Recommendations of the Committee on Coordination 
of Activities 
Upon recommendations of the Committee on Coordina- 


tion of Activities, it was 


1 


Blue Cross Service in Indiana 


VoTED: That the Board of Trustees, with the approval 
of the Hospital Seryice Plan Commission, inform the 
Indiana Hospital Association that it would not look with 
disfavor on the establishment of a mutual insurance 
association to provide Blue Cross Service in Indiana, 
provided the plan in other ways meet the standards 
for approval, and subject to investigation and approval 
of President Hamilton and C. Rufus Rorem, Ph.D. 


Institute on Accounting 


VoTED: That no Institute on Accounting be held this 
year. 


Committee on Conservation 


VoTED: That the articles on conservation of various 
materials, written by members of the Committee on 
Conservation of the Council on Administrative Practice, 
be published in HOSPITALS, if acceptable, with the 
statement that the articles were prepared under the 
auspices of this Council and Committee on Conservation. 


Posters on Conservation and Safety 


Votep: That posters on conservation and safety submit- 
ted by the Committee on Conservation and Safety be 
approved by the American Hospital Association and 
distributed under the direction of the Executive Secre- 
tary, but that neither the name nor the seal of the 
American Hospital Association appear on the posters. 


Standard Insurance Report Forms for Certificate of 
Illness and Proof of Death 


VoTED: That the standard insurance report forms rec- 
ommended by the Council on Administrative Practice 
be approved and referred to HOSPITALS with the de- 
sire that they be published with an explanation of the 
use of such forms. 


War Service Emblems 


VoTED: That the employees of group hospitalization 
plans and volunteers in hospitals be authorized to wear 
the War Service Emblems. 


Committee on Volunteers 


Votep: That the Chairman of the Council on Associa- 
tion Development be authorized to add to or delete from. 
the membership of the Committee on Volunteers, and 
that the Committee develop for immediate publication 
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a manual or guide to be used by hospitals in instituting 
a program for hospital volunteers, both male and 
female. 


8 Committee on Midyear Conference 


VoTep: That the report of the Committee on Midyear 
Conference be referred to the committee responsible 
for next year’s program for their study and considera- 
tion. 


National Organization of Men Volunteers 


Votep: That the Board of Trustees does not advise the 
formation of a national organization of men volunteers 
under the sponsorship of the American Hospital Asso- 
ciation. 


10 Committee on Consultant Service 


VotTep: That the report of the Committee on Consultant 
Service be accepted and referred to the Executive Sec- 
retary for study and recommendations to the Board of 
Trustees. 


11 Disposal of Books in Bacon Library 


VoTeEbD: That the Executive Secretary be given authority, 
after consultation with the Chairman of the Library 
Committee, to dispose of books and material in the 
library which are not suitable for the purposes of the 
library as defined in the Survey. 


12 Employment of Librarian and Assistant 


Votep: That the Executive Secretary be authorized to 
employ a librarian at a salary of not to exceed $3500 
per annum and an assistant librarian at a salary of not 
to exceed $1800 per annum. 


13 A.L.A. Committee.on Hospital Library Service 
Votep: That the Executive Secretary be the American 


Hospital Association representative on the American 
Library Association’s Committee on Hospital Library 
Service. 


14 Appointment of Chairman of Council on Hospital Plan- 
ning and Plant Operation 


Vortep: That the appointment of Frank R. Bradley, M.D., 
as Chairman of the Council on Hospital Planning and 
Plant Operation be ‘approved. 


15 Chicago Institute for Hospital Administrators 


VotTep: That if there be sufficient enrollment a Chicago 
Institute for Hospital Administrators be held in August 
and September 1943. 


16 Request to American College of Hospital Adminis- 
trators 


Vortep: “That the American Hospital Association re- 
quest the American College of Hospital Administrators 
to assume operation of the Chicago Institute for Hos- 
pital Administrators at the close of the 1943 Institute.” 


Votep: That President Hamilton appoint a committee 
of three to study the educational features for personal 
members of the American Hospital Association, particu- 
larly as they affect relations with the program of the 
American College of Hospital Administrators. 


17 Health Training in the High School Curriculum 


Votep: That Graham L. Davis be thanked for sponsor- 
ship of the development of health training in the high 
school curriculum with local hospital cooperation, and 
that it be suggested that he permit the American Hos- 
pital Association to distribute to hospitals the informa- 
tion gained from a study of this project in the high 
schools of Michigan, through the Council on Professional 
Practice and the Kellogg Foundation. 
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18 Report of the Committee on the Auxiliary Worker of 
the National Nursing Council for War Service, Inc. 


President Hamilton read a report of the Committee on 
the Auxiliary Worker of the National Nursing Council 
for War Service, Inc. 


VoTED: That the report of the Committee on the Auxili- 
ary Worker of the National Nursing Council for War 
Service for the formation of a committee representing 
a number of interested groups including hospitals to 
study the whole problem of practical nurses be ap- 
proved. 


19 Special Committee to Conduct Study of Care and 
Treatment of Alcoholics 


VotTEeD: That the Board of Trustees appoint a special 
committee of the Council on Professional Practice, with 
E. M. Bluestone, M.D., Chairman; R. C. Buerki, M.D., 
Claude W. Munger, M.D., to conduct a study of the care 
and treatment of alcoholics in hospitals and that the 
Executive Secretary be instructed to ask the Research 
Council on Problems of Alcoholism for the sum of $5500 
to be expended under the direction of this special com- 
mittee. Further, that E. H. Lewinski-Corwin, Ph.D., be 
appointed Director of Study. 


20 Duties and Functions of the Wartime Service Bureau 


VoTEep: That the statement of duties and functions of 
the Wartime Service Bureau approved by the Board of 
Trustees on December 11, 1942, be changed as follows: 


“(a) That Section 1 be amended to read: ‘That the 
Director of the Wartime Service Bureau be 
directly responsible to the Executive Secre- 
tary.’ 


“(b) That Section 4, paragraph B, be amended to 
read: ‘By answering specific inquiries of insti- 
tutional members, within the functions of the 
Wartime Service Bureau of the American 
Hospital Association.’ ” 


21 Contribution to Wartime Service Bureau 


Vortep: That a letter be sent to those hospitals who have 
not contributed to date asking their support of the War- 
time Service Bureau. 


22 Subscriptions from Non-members for Bulletins of War- 
time Service Bureau 


VoTED: That the Association may accept at the discre- 
tion of the Executive Secretary subscriptions from non- 
members not connected with potential institutional 
members and who have a logical interest in the bulle- 
tins of the Wartime Service Bureau, such subscriptions 
to be at the rate of $25. per annum. 


23 Income for Continuance of Wartime Service Bureau 


VorTepD: That such action as is necessary be taken by the 
House of Delegates at the 1943 convention to adjust 
Association revenues so as to provide sufficient income 
for the continuance of the Wartime Service Bureau. 


24 Federal Board of Hospitalization 


VoTED: That the Association wishes to have an active 
part in the national hospital survey under the auspices 
of the Federal Board of Hospitalization and that the 
President investigate and report ways in which the 
Association might render further assistance. 


25 Income Tax Deductions for Gifts to Nonprofit Hospitals 


VortEep: That the Executive Secretary be instructed to 
write the Bureau of Internal Revenue, stressing the 
importance of the inclusion of nonprofit hospitals in 
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income tax deductions and in publicity concerning this 
subject. 


26 Inclusion of Voluntary Hospitals in Federal Works 
Program 


VotTeD: That the Association explore the possibilities of 
securing some definite inclusion of voluntary hospitals 
in the Federal Works program. 


27 National Nursing War Council’s Recruitment of Nurses 


VorTeEp: That a letter be sent over President Hamilton’s 
signature to state, regional or sectional hospital associa- 
tions, enclosing a booklet outlining the work of the 
National Nursing War Council in the recruitment of 
nurses, urging the cooperation of the hospital organiza- 
tions and that, wherever possible, financial support be 
given. 


28 Proposed Memorial to S. S. Goldwater, M.D. 


Vortepb: “That the Chairman appoint a committee to con- 
fer with Mrs. Goldwater and with the Committee in- 
itiating the proposal that a suitable memorial to Doctor 
Goldwater be undertaken, this memorial possibly to be 
in the form of a volume of selections from the writings 
of Doctor Goldwater.” Further, that this committee ex- 
plore and report with recommendations as to the 
advisability of participation by the American Hospital 
Association. 


Special Committee on Association Resources 


The Chairman of the Special Committee on Association 
Resources read the report of his Committee. The Com- 
mittee was composed of Harley A. Haynes, M.D., chair- 
man, J. H. Groseclose, D.D., S. K. Hummel, and Peter D. 
Ward, M.D. In addition, A. C. Bachmeyer, M.D., John R. 
Mannix, President Hamilton and the Executive Secretary 
also participated in the deliberations of the Committee. 
The report of the Special Committee was carefully studied 
and discussed. The Trustees expressed their deep appre- 
ciation of the comprehensive work of the Committee ‘and 
upon recommendation of the Special Committee, it was 


VotTEep: That A. C. Bachmeyer, M.D., and John R. Man- 
nix be added to the membership of the Special Com- 
mittee on Association Resources. 


VorTeEpD: That the program of the Special Committee on 
Association Resources, as presented in its report dated 
June 3, 1943, be approved. 


VoTepD: That an appropriation of $3600 for an extension 
of the program of the Special Committee on Association 
Resources be approved. 


Votep: That the Board of Trustees go on record as ap- 
proving the policy of accepting from industry funds to 
develop definite projects, and that the Special Com- 
mittee on Association Resources be charged with the 
responsibility of preparing such projects and presenting 
them to industry. : 

VoTED: That the necessary signatures be secured in 
order to forward the proposed amendments to the By- 


Laws to the Chairman of the Committee on By-Laws 
for presentation to the House of Delegates. 


The recommendation of the Special Committee “that the 
Trustees give careful thought in the selection of future 
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convention cities to the need for stabilizing the income 
from convention exhibits’ was considered. 


VotTeED: That the matter of the selection of future con- 
vention cities be referred back to the Special Committee 
on Association Resources with the request that they 
study the various convention cities and report their 
recommendations to the Board of Trustees. 


Principles Governing Payments by Blue Cross Plans 
to Member Hospitals 


The President reported that the Committee on Blue 
Cross Plan Relations of the Council on Administrative 
Practice had been endeavoring to effect such changes in 
the “Principles Governing Payments by Blue Cross Plans 
to Member Hospitals” as would remove the objections 
which had prevented acceptance of the “Principles” by 
the House of Delegates at its 1942 meeting. 


It was agreed that the Board of Trustees request the 
Committee on Blue Cross Plan Relations to draw up two 
sets of principles governing payments by Blue Cross Plans 
to member hospitals, one to be used as a guide in those 
communities using costs as a basis of payment, the other 
using rates as a basis, these guides to be presented to the 
House of Delegates for their action. 


Budget Increase 


VoTeD: That the Trustees’ budget for travel and other 
special activities be increased by $3200. 


Establishment of Finance Committee 


VoTeD: That the President, the Treasurer, and the 
Executive Secretary be approved as a Finance Com- 
mittee of the Board with authority for fiscal matters af- 
fecting funds and investments of the Association. 


Wagner Health Bill 


It was reported that the Wagner Health Bill had been 
introduced into Congress on June 3, 1943. It was suggested 
there was a possibility that the Bill would include features 
in opposition to the “Principles for Provision of Hospital 
Care,” as approved by the Board of Trustees June 13, 
1942, and approved by the House of Delegates October 
12, 1942. 


VotTEeD: That the members of the Joint Advisory Com- 
mittee and the Council on Government Relations be 
authorized to investigate the Wagner Bill and if it is 
found to be in opposition to the six points outlined in 
the “Principles for Provision of Hospital Care” and to 
the Bishop Resolution, that they be authorized to oppose 
officially that portion of the Wagner Bill having to do 
with hospitalization. 


Next Meeting 


It was agreed that the next meeting of the Board of 
Trustees would be held on Saturday, September 11, 1943 
at 2 p.m. at the Hotel Statler, Buffalo, New York. 


The President-Elect expressed his desire to hold a meet- 
ing of the new Board of Trustees on Friday morning, 
September 18, 1943, at 8 a.m. 


The meeting was adjourned at 5:50 p.m. 
Respectfully submitted, 


GEORGE BUGBEE, 
Executive Secretary. 
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Special Board Created to Guide 
Government Hospital Activities 
The federal government’s rapidly expanding 
hospital activities hereafter will be coordinated by 
a newly created Federal Board of Hospitalization, 
according to an executive order released by the 
Bureau of the Budget on May 14. 


This board’s assignment is to “initiate studies 
of and analyze and review the hospital, convales- 
cent and domiciliary activities and programs de- 
veloped and operated by all agencies of the federal 
government, except the District of Columbia and 
territorial governments.” Its goal is to: 


PREVENT the overlapping and duplication of serv- 
ices and overbuilding of facilities. 


DETERMINE the need for existing or additional 
hospital facilities, and the locality in which any 
additional facilities are to be provided. 


DETERMINE the extent to which nonfederal facili- 
ties may be utilized in the administration of hos- 
pital activities of any federal agency. 


DEVELop an overall program for hospitalizing 
veterans of World War II. 

The order further specifies: “No project for ac- 
quisition of additional beds by new construction, 
major alteration, or leasing of or contracting for 
existing facilities (except to meet a temporary, 
seasonal, epidemic or emergency requirement) 
shall be undertaken by any federal agency until 
it has been submitted to and reviewed by the 
board.” Recommendations go to the Budget 
Bureau. 


The board will be comprised of representatives 
of the Interior Department, Justice Department, 
Navy Department, War Department, Federal Se- 
curity Agency, and Veterans Administration. The 
chairman will not represent any federal agency. 





+ 


Doctor Voegilin Retires 


Dr. Carl Voegtlin, retiring chief of the United 
States Public Health Service National Institute of 
Health, presented as his final report a review of 
the Institute’s study on chemical aspects to the 
cancer problem. 


The studies conducted under Doctor Voegtlin’s 
leadership indicate that the study of chemical car- 
cinogens and the biochemical approach generally 
is destined to play a major role in solution of the 
cancer problem. He stressed particularly the need 
for study of cancer on an epidemiologic basis with 
full cooperation between the biochemist and the 
hospital and cancer clinic. 
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News From the Field 





This picture, reproduced here by courtesy of ‘the South- 


town Economist, Chicago, was captioned “Graduation 
Speaker Kisses Nurse—He’s Her Dad” by that newspaper. 
The graduation speaker was Dr. A. C. Bachmeyer, director 
of the University of Chicago Clinics and widely known 
among members of the American Hospital Association. 
The nurse is Janet Ann Bachmeyer, who was receiving her 
diploma from the Evangelical Hospital School of Nursing. 





Wartime Safeguards Considered 


At Catholic Association Meeting 

One of the most successful and stimulating con- 
ventions of the Catholic Hospital Association of 
the United States and Canada was held in Pitts- 
burgh from June 10 to 14. 

Safeguarding hospital service in wartime was 
the general theme of this war conference. Out- 
standing government officials presented the latest 
developments in manpower problems, availability 
of hospital supplies and equipment and food ra- 
tioning. 

Col. George Baehr spoke on the place of British 
and American hospitals in civilian defense and Dr. 
Bert W. Caldwell gave an interesting and com- 
prehensive review of the national hospital situa- 
tion. An address by Maury Maverick was pre- 
sented to the convention by A. B. Wacker, assistant ~ 
chief of the Projects and Miscellaneous Branch of 
the WPB. Mr. Maverick said he is opposed to a 
“vast program of federal subsidy to the extent that 
it would destroy private hospitals.” 

The student nurse war reserve program was 
one of the most dominant topics discussed. Mary 
J. Dunn, U.S.P.H.S., gaye a most enlightening 
presentation of this subject. 

Exhibitors as “technical consultants” was an in- 
teresting note of the meeting and proved a happy 
solution to exhibitors and delegates for the curtail- 
ment of exhibit display material. 
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New York and Jersey Associations 
Hold Joint Meetings for First Time 


Concluding several years of discussion about 
meeting jointly, the Hospital Association of New 
York State and the New Jersey State Hospital As- 
sociation collaborated in a wartime conference at 
Hotel Pennsylvania, New York City from May 26 
to 28. These two organizations represent 571 
hospitals. 


Attendance rose beyond six hundred. The ex- 
hibits numbered sixty. Several speakers declared 
the experimental joint meeting a success, among 
them the Rev. John J. Bingham, president of the 
New York Association, and Florence Burns, presi- 
dent of the New Jersey Association. 


This success revived discussion among visitors of 
the possibility of enlarging annual gathering still 
more, perhaps joining these two state associations 
with the New England organization. 


‘ James A. Hamilton, president of the American 
Hospital Association, addressed the luncheon 
meeting. Mayor Fiorello H. LaGuardia of New 
York City was scheduled to speak at the Thursday 
evening banquet, but was unable to appear. 


The program was devoted to war problems that 
confront hospitals, with emphasis on priorities, 
rationing, volunteers, civilian defense, and the re- 
lationship between government and the voluntary 
hospital. 





+ 


Pioneer Gynecologist Honored 


Dr. Hiram N. Vineberg, consulting gynecologist 
to the Mount Sinai Hospital, New York City, and 
one of the pioneers of modern gynecology was 
honored on June 8 for his sixty-five years of serv- 
ice in medicine. In 1894 Doctor Vineberg was ap- 
pointed chief of staff in the out-patient depart- 
ment of Mount Sinai Hospital and he has been 
associated with that hospital ever since, having 
been appointed consulting gynecologist on his re- 
tirement from active service in 1921. Doctor Vine- 
berg was also associated at various periods with 
Polyclinic Hospital and Post-Graduate Hospital, 
and was gynecologist-in-chief at Beth Moses Hos- 
pital. In 1918 he was president of the New York 
Obstetrical Society and in 1926 was first vice- 
president of the American Gynecological Society. 





Dr. A. F. Spurney 
Dr. A. F. Spurney, superintendent of the Poly- 
clinic Hospital, Cleveland, Ohio, and dean of St. 
Luke’s and Polyclinic Hospitals, died on April 15 
at the age of 77. Doctor Spurney, a surgeon and 
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practicing physician in Cleveland for fifty-six 
years, was a founder of both hospitals. He was a 
member of the Cleveland Academy of Medicine, 
the American Medical Association, and a fellow 
of the American College of Surgeons. 





+ 


Arrowsmith Goes To Washington; 
Succeeded in Brooklyn by Caddy 


Leighton M. Arrowsmith, for fourteen years ad- 
ministrator of St. John’s Hospital in Brooklyn, has 
been appointed head of the hospital unit in the 
Office of Price Administration’s institutional user 
branch of food rationing division. He will be con- 
cerned with rationing problems of hospitals and 
similar institutions. 


Mr. Arrowsmith has been president of the Hos- 
pital Council of Brooklyn, president of the Greater 
New York Hospital Association, president of the 
Hospital Bureau of Standards and Supplies, and 
active on the Simplification and Standardization 
Committee of the American Hospital Association. 


E. Reid Caddy, formerly director of the South 
Baltimore General Hospital, will succeed Mr. Ar- 
rowsmith in Brooklyn. In addition, he will serve 
as director of the Church-Charity Foundation and 
remain as consultant director of the South Balti- 
more General Hospital. 





++ 


Army Special Training Courses 
In Medicine Start This Month 


The Army’s specialized training program for 
medical and premedical students will be started 
in all approved schools by July 15. 


Both students of these schools and preprofes- 
sional students who have been accepted for admis- 
sion will be assigned to units upon being called to 
active duty from reserve status or inducted 
through Selective Service without being required 
to interrupt their professional training for the 
basic three months’ military course. For students 
entering after July 1, completion of the basic 
course will be required before commencement of 
medical studies. 


In the Army, resignations of Medical Adminis- 
trative Corps commissions will be accepted for the 
purpose of induction and assignment to the Army 
Specialized Training Program. In the Navy, such 
resignations will not be approved. 


Present plans indicate that the Army will re- 
quire 55 per cent, and the Navy 25 per cent, of the 
vacancies in freshman classes for the medical 
school terms beginning in late 1944. 
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Single Pedestal, Adjustable— 
Made Entirely of Wood 
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Hill-Rom Vanity Over Bed Table. Made entirely of easy adjusting of the 
wood, with a composition top. This ‘’Victory" model tube te. tinendeate 
is a single pedestal table—operates from the side ience of the patient. 
of the bed. Easily adjustable to any height or angle. 

Equipped with vanity mirror, reading rack, and tray. 

Hill-Rom special hospital finish makes this table 

beautiful as well as serviceable. Literature and 
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to please you . . Edelweiss Fruits 
yield a two-fold pleasure. One, they 


are tree-ripened and uniformly deli- 





cious. Two, each can is chock full, 
giving you an equal number of uni- 
form servings. You will feel at home 
when you trade at Sextons, where 
everything is selected, prepared and 
packed to meet your particular 
requirements—as well as those of 


your most fastidious guest. 
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Meaning to Hospitals of Federal Aid 
For Wives And Babies of Enlisted Men 


Hospital Service Plan Com- 
mission to plan directors 
have clarified the meaning of the 
federal government’s program to 
provide maternal and child care 
for dependents of enlisted men. 
Last March 18, Congress ap- 
propriated $1,200,000 in “emer- 
gency maternity and infant care 


[ memoranda from the 


funds” for this purpose. This was 
to cover a period ending June 
30, 1943. It is expected that other 
appropriations will follow. 


Eligible are the wives and the 
children under one year old of 
enlisted men, excluding commis- 
sioned officers and master, major, 
first, technical, staff and platoon 
sergeants of the Army; chief, 
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our service in whole or in part. Maximum benefits 
have resulted where the complete service is in 
operation. Babies’ footprints and mothers’ 
thumbprints, taken on the certificate, establish 
identity. The official seal of the hospital 

guarantees authenticity as a certificate of birth. 

The duplex frame protects the certificate and assures 


The story of the Hollister Birth Certificate 


FRANKLIN C. HOLLISTER Company 
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first and second class petty offi- 
cers of the Navy. 


Benefits include “medical and 
hospital maternity services pro- 
vided under the plan, without 
cost to the family, when similar 
services are not otherwise avail- 
able from the medical or hospital 
facilities of the Army or Navy or 
from facilities provided by or 
through state or local health 
agencies.” For children under 
one year: “Pediatric and other 
medical, surgical and hospital 
care provided under the plan.” 


The method of application: 
Forms are obtainable by physi- 
cians, clinics, hospitals or other 
health agencies from the state 
health agencies administering 
the maternal and child health 
program of the Children’s Bu- 
reau payments. Specific informa- 
tion in each state may be ob- 
tained from the official state 
agency, usually the Department 
of Health. 


The possession of a Blue Cross 
contract does not affect an en- 
listed man’s wife or children’s 
eligibility for maternal and in- 
fant care from federal funds. 
Dependents of Blue Cross sub- 
scribers who are enlisted men 
may receive care under the fed- 
eral program without jeopardiz- 
ing their Blue Cross protection 
for other illnesses. 


The wife or child of a Blue 
Cross subscriber enrolled in the 
armed forces may receive care 
under the maternity and infant 
care program, even though Blue 
Cross (or insurance) coverage is 
used for the hospital benefits. 


A patient may not use private 
funds (Blue Cross or otherwise) 
to pay for more expensive hos- 
pital service when the remainder 
of the hospital expense is author- 
ized from federal funds. 


In summary, the wives and 
children of enlisted men may 
receive their hospital care either 
through their Blue Cross Plan 
(or insurance) or from federal 
funds, but not from both. 
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USE OF OXYGEN AFTER SURGERY 


@ Many surgeons no longer wait for severe 
post-operative complications to develop before 
. prescribing oxygen therapy. 


Increasingly, after operations involving the 
brain, thyroid, chest or upper abdomen, it is 
reported that continuous oxygen therapy, for 
several hours to several days, is being pre- 
scribed as an important part of the post-opera- 


tive routine. 


Such prophylactic administration, in com- 
bination with other indicated therapy, is said 





by medical authorities to minimize or prevent 
entirely: 

1. Serious pulmonary complications. 

2. Shock or circulatory failure. 

3. Gaseous distention of the intestine. 


Hospitals throughout the country. are pre- 
paring themselves to handle increased de- 
mands for oxygen administration. The Linde 
Air Products Company is helping many of 
these hospitals in the efficient administration 
of oxygen. You can learn more about Linde 
services from any Linde sales office. 


THE LINDE AIR PRODUCTS COMPANY 


Unit of Union Carbide and Carbon Corporation 
General Office: 30 E. 42nd St.,N.Y. [I] Offices in Other Principal Cities 
In Canada: Dominion Oxygen Company, Limited, Toronto 


The word “‘Linde” is a trade-mark. 
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Dr. Karl H. Van Norman, has resigned as gen- 
eral superintendent of King County Hospital Sys- 
tem, Seattle, Washington. Dr. Van Norman be- 
came superintendent of the King County Hospital 
in 1932. 


os 


Gertrude Saper has been promoted to the posi- 
tion of purchasing agent at the Mount Sinai 
Hospital, Chicago. 








Kathleen F. Young, R.N., has been appointed di- 
rector of the School of Nursing and Nursing Serv- 
ice, Grace Hospital, Detroit, Michigan, effective 
August 15. For three years Miss Young has been 
director and principal of the School of Nursing at 
Eastern Maine General Hospital, Bangor, and 
teaching on the faculty of the University of Maine. 


++ 


Ralph Judd Hromadka, superintendent of the 
Santa Monica Hospital, Santa Monica, California, 
has been commissioned a Second Lieutenant in the 
Medical Administrative Corps and has reported to 
Carlisle Barracks, Pennsylvania. Frank M. Mc- 
Burney will be acting superintendent during Mr. 
Hromadka’s absence. George R. Anderson will take 
Mr. McBurney’s place as auditor. 








Major General Norman T. Kirk is the new Sur- 
geon General of the United States Army, succeed- 
ing Major General James C. Magee, retired. At 
the time of his appointment, General Kirk was 
commanding officer of the new Percy Jones Gen- 
eral Hospital at Battle Creek, Michigan. 


o> 


Frank Wilson, a member of the City Council 
of Atlanta, Georgia, has been elected superin- 
tendent of the Grady Hospital. Fred M. Walker, 
who has been acting superintendent since the 
resignation of Dr. Moss Beeler, will remain as 
assistant superintendent. Mr. Wilson will devote 
most of his time to the business affairs, while Mr. 
Walker will handle other details of the operation. 


por 
++ 


Illene Langdon is acting superintendent of the 
Jewish Hospital, Louisville, Kentucky. 

Ernest G. McKay resigned as superintendent 
of the Municipal Hospital, Tampa, Florida, to 
enter the Medical Corps 

Dr. John F. Brownsberger medical director and 
chief of staff of the Mountain Sanitarium and Hos- 
pital at Fletcher, North Carolina for fourteen 
years, resigned to become associate director and 
a member of the surgical staff of the Washing- 
ton, D. C., Sanitarium and Hospital. 
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McHenry Tichenor has resigned as business 
manager of the Valley Baptist Hospital, Har- 
lingen, Texas, and Rev. Don Covington has been 
appointed temporary business manager. 

Dr. L. R. Brown, who has been superintendent 
of the State Psychopathic Hospital, Galveston, 
Texas, for several years, has been transferred to 
San Antonio State Hospital as acting superintend- 
ent, with Dr. E. S. Sturm as assistant. 

Beulah M. Brown is the new superintendent of 
Memorial Hospital, Winchester, Virginia, succeed- 
ing Bennett J. McCarthy who has joined the 
armed forces. 











Nannie Maude Branscome, R.N., has assumed 
her duties as superintendent of Mary Washing- 
ton Hospital, Fredericksburg, Virginia, succeeding 
Mary Larter, R.N., who left for Lake Tule, Cali- 
fornia, to accept a position with the War Pro- 
duction Board. 





Dr. Ole C. Nelson, a member of the staff of the 
Cook County Hospital, Chicago, has been appoint- 
ed medical director. He succeeds Dr. Marshall 
Davison who will continue as head of the depart- 
ment of surgery and director of internships and 
residencies, supervising the teaching associations 
of the various medical schools. 

Stuart G. Aldhizer has resigned as superin- 
tendent of the Rockingham Memorial Hospital, 
Harrisonburg, Virginia, to accept the superin- 
tendency of the Roanoke Hospital, Roanoke, 
Virginia. 








S. Chester Fazio has resigned as superintendent 
of the Easton Hospital, Easton, Pennsylvania. 

Dr. Alta E. Bordner, who has been a member 
of the medical staff of the Colorado State Hos- 
pital, Pueblo, for twenty-three years, will retire. 
She was graduated from Northwestern Univer- 
sity, interned in Wesley Hospital in Chicago, and 
was on the staff of a Cherokee, Iowa, hospital for 
three years before going to Pueblo. 


iat 








Mrs. Amelia C. Richards has been appointed 
superintendent of the Ossining Hospital, Ossin- 
ing, New York. 





J. C. Lund is superintendent of Trinity Hos- 
pital, Minot, North Dakota. 





Hubert B. Dates, formerly superintendent of 
Clearfield Hospital, Clearfield, Pennsylvania, is a 
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Made specially for hospital use, 
it’s unsurpassed for purity... 
for mildness ... for economy! 


he three major requirements of a soap for patient 

care are purity, mildness, and economy. Colgate’s 
Floating Soap meets all three, because in its develop- 
ment, hospital needs were given first consideration! 


In purity, Colgate’s Floating meets the highest hos- 
pital standards. Nurses and patients agree that it is 
exceptionally mild and kind to the skin. And in cost, 
hospital superintendents find Colgate’s Floating an 
agreeable surprise! 


Let us quote you prices on the sizes and quantities 
you need. Ask your local C.P.P. representative for 
full information. Or if you prefer, write direct to 
Colgate-Palmolive-Peet Co., Industrial Dept., Jersey 
City, N. J. No obligation, of course, in either case! 


For use in private pavilions, and 
particularly for women patients, 
we suggest Cashmere Bouquet. 
A fine, white, hard-milled soap, 
it is famous for its rich, creamy 
lather... its delicate, lingering 
perfume! Available in a variety 
of miniature sizes. 


Palmolive is becoming increas- 
ingly popular among hospitals, 
both for staff use and for patient 
care. America’s favorite toilet 
soap, it meets the highest 
hospital standards in purity. 
Palmolive, too, is available in 
miniature sizes. 


Colgate-Palmolive-Peet Co. 


Jersey City, N.J. + Jeffersonville, Ind. + Kansas City, Kan. « Berkeley, Calif. 
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Lieutenant in the Medical Administrative Corps 
of the United States Army and is now at the 
Tilton General Hospital, Fort Dix, New Jersey. 


ad 





Edgar J. Sherman, director of finance, Welfare 
Council of New York City (44 East 23rd Street), 
announces that the council has a limited number 
of copies of “Chronic Illness in New York City,” 
by Mary C. Jarrett, a study in two volumes made 
by the council’s research bureau. These will be 
distributed where they will be of use at twenty 
cents a copy. 





as 


Ray E. Brown, a graduate of the University of 
Chicago Course for Hospital Administrators has 
been appointed administrator of the North Caro- 
lina Baptist Hospital at Winston-Salem, effective 
June 20. This is the teaching hospital of the Bow- 
man Gray Medical School of Wake Forest. 


ror 
++ 





Pueblo, Colorado—Pauline Kurachi, acting chief 
technician, and Mrs. Ruth Herzberger of the Colo- 
rado State Hospital, have been awarded the first 
prize trophy of the Colorado Society of Medical 
Technologists. Their display showed the use of 
stains to bring out certain cells in brain tissues to 
aid in the diagnosis of mental cases. 


a+ 
++ 





Cleveland, Ohio—Fairview Park Hospital was 
awarded the $32,000 estate of John Henry Stoll. 


a 





Wilmington, California—An Army hospital is 
to be constructed here at a cost of $1,000,000. 


+ 





Coleman, Michigan—Contracts have been award- 
ed for the construction of the Midland Hospital. 


a 
++ 





Montrose, Pennsylvania—A hospital is being 
planned for this city after the war is ended. The 
late Mrs. Alice L. Kasson left an estate of $53,000 
for the establishment of the Myron Kasson Me- 
morial Hospital. 





++ 


Decatur, Illinois—The Decatur and Macon Coun- 
ty Hospital Association has taken bids on the 
construction of a $225,000 addition to the hos- 
pital. The addition will be of brick and reinforced 
concrete, two stories, and contain 101 patients’ 
beds replacing thirty-one beds now in corridors. 


++ 





Middlesex County, Massachusetts—The general 
contract for the erection of the United States 
Army General Hospital here has been awarded. 
The Corps of Engineers, United States Army, will 
supervise the construction. 
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Renton, Washington—Plans have been approved 
for the construction of a 100-bed hospital here. 
The hospital, sponsored by King County Commis- 
sioners, will be built on a fourteen-acre tract. 





os 
+ 


Martinsburg, West Virginia—The new $4,000,- 
000 Army hospital being constructed near Mar- 
tinsburg is to be named after the former Secre- 
tary of War Newton D. Baker. 





Galesburg, Illinois—The $4,650,000 Army hos- 
pital which is to be built here will contain 1750 
instead of 1500 beds as first planned. 





Kenton, Ohio—The McKitrick Hospital and the 
San Antonio Hospital will each receive $5000, ac- 
cording to the last will of Phil M. Crow. 


+ 


Cleveland, Ohio—The Charity Hospital and the 
Mount Sinai Hospital were each left $25,000 by 
the late Louis Dudley Beaumont, founder of the 
May Department Store chain. 








ao 
+ 


Dayton, Ohio—The hospital fund of the Barney 
Community Center will benefit to the extent of 
approximately $100,000 under a ruling by Probate 
Judge William C. Wiseman in connection with the 
will of the late William Church Mayer. The funds 
will go toward the building of a hospital or an 
addition to a hospital for crippled children at 
Barney Community Center. 





os 
++ 


Gardena, California—A military hospital, esti- 
mated to cost $3,000,000 is soon to be built near 
Gardena on a seventy-seven-acre tract. 





Fort Steilacoom, Washington—Federal approval 
has been granted for the construction of a 275-bed 
ward building for the Western State Hospital. It 
will cost approximately $280,000. 





The Salvation Army in Chicago recently ac- 
quired three hospital properties from the Dea- 
eoness Society of the Evangelical Church. These 
are a 26-room hospital, a 35-bed hospital annex, 
and a nurses’ home. 





huey 
+ 


Mesa, Arizona—Contracts have been awarded 
for the construction of the $100,000 addition to 
the Southside District Hospital. 
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Nurses Convene in Chicago 
To Discuss Wartime Nursing 


Acceleration of peacetime programs of nursing 
schools to a wartime tempo was the chief topic 
of discussion at the convention of the National 
League of Nursing Education, the National Nurs- 
ing Council for War Service and the Association 
of Collegiate Schools of Nursing which met in 
Chicago from June 15 to 18. 


The need for immediate and long range plan- 
ning was discussed in relation to (1) the nursing 
supply and distribution unit recently created in 
the War Manpower Commission, (2) the student 
war nursing reserve provided by the Bolton Bill, 
and (3) advanced preparation in clinical nursing, 
teaching and administration essential for graduate 
nurses to meet present and post-war demands for 
special nursing services. No action was taken on 
these problems but practical plans were formu- 
lated which will be submitted to Paul V. McNutt 
for his consideration. 


At the meeting of the National Nursing Council 
for War Service it was announced that Lucille 
Petry of the U. S. Public Health Service, Wash- 
ington, on leave as dean of Cornell University 
School of Nursing, has been appointed as director 
of the new U. S. program for war-nurse training. 
Mrs. Eugenia K. Spalding, also of Washington, has 
been appointed associate director. 





Andrew Randall Cobb 


Andrew Randall Cobb, architect for the new 
Victoria General Hospital, Halifax, Nova Scotia, 
was killed on June 9 in a highway accident accord- 
ing to word received at the Office of William Henry 
Walsh, M.D., Chicago, consultants for the new 
building. 


Mr. Cobb was sixty-seven years old and had 
a distinguished career in Nova Scotia. He was a 
Fellow of the Royal Institute of British Architects. 





+ 


American Congress of Physical 


Therapy to Meet in September 


The American Congress of Physical Therapy 
will hold its twenty-second annual scientific and 
clinical session at the Palmer House, Chicago, Sep- 
tember 9-11. The annual instruction course will 
be held from 8 to 10:30 a.m. and from 1 to 2 p.m. 
during the days of September 8, 9 and 10, and will 
include a round table discussion group from 9 to 
10:30 a.m., September 9. The scientific and clinical 
sessions will be given on the remaining portions 
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of these days and evenings. There will be an hour 
demonstration showing technic from 5 to 6 p.m. 
during the days of September 8, 9 and 10. All of 
these sessions will be open to members of the reg- 
ular medical profession and their qualified aids, 
For information, address the American Congress 
of Physical Therapy, 30 North Michigan Avenue, 
Chicago. 





++ 


Joins War Production Board 

Following three years as associate administrator 
of House of Mercy Hospital, Pittsfield, Massachu- 
setts, William S. Brines has been appointed chief 
of the hospitals section, hospitals, schools and in- 
stitutions branch, Government Division of the 
War Production Board. 

Mr. Brines is a graduate of Brown University in 
business administration. He once served as hospi- 
tal representative of the Johnson & Johnson Co. 
In 1941, he attended the Institute for Hospital Ad- 
ministrators conducted by the American Hospital 
Association at Chicago University. In Pittsfield he 
was active in Blue Cross work before joining the 
War Production Board last February. His ap- 
pointment was announced by E. W. Jones, head 
hospital consultant for the board. 


a+ 


Anna C. McKeague 


Anna C. McKeague, superintendent of the 
Williamsport Hospital, Williamsport, Pennsyl- 
vania, died on May 18. She had been associated 
with the hospital since 1914, from which year until 
1929 she acted as office manager. From 1920 until 
1929 she acted as office manager. From 1929 until 
assistant superintendent, being elected superin- 
tendent in 1933. Miss McKeague was a member 
of the Pennsylvania Hospital Association, Ameri- 
can Hospital Association, The Association of Rec- 
ord Librarians of North America, the North East 
Section of the Pennsylvania Hospital Association, 
the American College of Hospital Administrators, 
and the International Hospital Association. 








ue 
++ 


Mrs. Madelon McCarty Swan 
Mrs. Madelon L. McCarty Swan, superintendent 
of Swan Hospital, Cambridge, Ohio, died April 5. 
Mrs. Swan joined the staff about twenty years 
ago and in 1940 became superintendent. The hos- 
pital is operated by her husband, Dr. George 
Swan. 


ror 


New England Hospital Assembly 

The 1944 meeting of the New England Hospital 
Assembly will be held at the Hotel Statler, Bos- 
ton, Massachusetts, March 15-17. 
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